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Message from the President 


I am pleased to present the following report, summarising proceedings from the Symposium and the 
Annual General Meeting held on May 20th, 2003, at the Palais des Nations, during the World Health 


pe This year’s theme was THE PRIMARY HEALTH CARE MOVEMENT 25 YEARS AFTER 
ATA. 


I would like to dedicate this Report to Prof. Hafdan Mahler and Dr. Eric Ram. 

Prof. Mahler, for being one of the architects of the Alma Ata declaration 25 years ago. The then 
WHO director continues to be a great thinker, dynamic and people oriented doyen of public health and 
a friend of NGO’s. 

Dr. Ram, for his contribution in leading the NGO Forum for Health over many years, for his vision 
and leadership and commitment to people’s health. 


Civil society and NGO’s had a key role in initiating the Primary Health Care movement. The 
networks representing them ensured that the discussions and experiences from the grassroots that 
helped formulate and implement the PHC reached the portals of power and decision-making here in 
Geneva during the late 1960’s through the 1970’s. In fact the very origins of the ‘NGO forum for 
health’ is linked to the promotion of this movement. The advocacy and experience from the civil 
society provided a great impetus to support the progressive thinkers and doers of the World Health 
Organization and many of Governments around the world. 


This historical perspective blends into the current reality where non-governmental organizations and 
grassroots movements bring back to the international stage the analysis and overview of what the 
primary health care movement has done for people's lives and the health. The successes, failures, 
lessons learnt and the insight for future directions. The voices of the speakers remind us the 
importance of taking peoples input as a key determinant in planning and implementing public health 
measures. We recognize the very significant role of the People's Health Movement and the Church 
related networks from the world over for bringing this valuable input on the primary health care 
movement from the grassroots to this World Health Assembly. 


Panel speakers from Europe, Africa, Asia and the Americas : 

A.H.M. Nouman, Coordinator of PHM Bangladesh; 

Edilina de la Paz, Executive Director of the Health Action Information Network and Assistant Chair 
for Community Medicine at the College of Medicine, Philippines 

Eva Ombaka, Director, Ecumenical Pharmaceutical Network 

Johny Oommen, Head of the Community Health Department, Christian Hospital, Bissam Cuttack, 
India; 

Maria Hamlin Zuniga, Public Health Educator, IPHC Nicaragua, 

Mohamed Ali Barzgar, Professor of Public Health, Teheran University, Iran; 

Natalia Cebotarenco, Chair of NGO DrugInfo, Moldova. 

Patricia Nickson, Dean of the Institut Pan Africain de Sante Communautaire — IPASC (DRC) and 
Senior Lecturer of the Liverpool School of Tropical Medicine; 

Prem Chandran John, Asian Community Action Network. 

Raphael Bengoa, Director of the Department of Management of Non-communicable Diseases, WHO; 
Samuel Muwenda, Christian Health Association of Kenya; 

Renate Bloem, President of the Conference of Non-Governmental Organizations (CONGO) and Dr. 
Manoj Kurian were the Chairs and Ann Lindsay, Secretary of the NGO Forum for Health moderated 


the event. 
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A wide spectrum of people were involved in making sure that this symposium was made possible. | 
take this occasion to thank the Executive Committee members and the members of the Forum for their 


cooperation and active support. Manjit Dosanjh and Christine Hurlimann’s thorough and focused 


dedication in compiling speeches made this publication possible. Nance Upham’s perseverance and 
devotion facilitated the active participation of the People Health Movement in the process. The 


commitment of organisations such as the World Council of Churches (WCC) , other member NGO’s 
and the world-wide Peoples Health Movement facilitated the civil society participation in the 
Assembly and enhanced the quality of the input regarding PHC. Our gratitude is due to them all. 


ction from our network should empower our members who are 


involved with primary health care, to listen more carefully to people, sharpen and channel our work in 
more effective manner and to be able to work synergistically with governments and other 
stakeholders. It will also hopefully assist us to become dynamic advocates for people's health and be 


watchful custodians of the health as a basic human right. 


Looking into the future, every a 
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Programme 


of the NGO Forum for Health Annual Symposium 


Chairs: 


Moderators: 


Rapporteurs: 


Date: 


Place: 


Agenda: 


14:30 -— 17:30 


and General Assembly on the 


PRIMARY HEALTH CARE MOVEMENT 
25 YEARS AFTER ALMA ATA 


Dr. Manoj Kurian; Health and Healing / World Council of Churches and Chair of 
NGO Forum for Health and 
Renate Bloem, President CONGO (Conference of Non-Governmental Organizations) 


Ann Lindsay, Secretary, NGO Forum for Health 


Dr. Manjit Dosanjh, CERN and consultant for the CONGO-NGO Forum for Health 
Panel and Christine Hiirlimann, coordinator, NGO Forum for Health 


Tuesday, 20th of May at 14:30 


Palais des Nations, Geneva, Room XXII, Building E 


Symposium 


Lessons learned from all over the world 


Latin America: presented by Maria Hamlin Zuniga (IPHC Nicaragua) 

Africa: report of Nairobi meeting by Samuel Muwenda (Christian Health 
Association of Kenya) 

South Asia: Report of Alma Ata Anniversary Reflections at Asia Social Forum, 
Jan. 03 at Hyderabad) presented by Dr. Prem Chandran John (Asian Community 
Action Network) and Mr. A.H.M. Nouman, PHM Bangladesh 

South-East Asia: presented by Edilina de la Paz 

West Asia: presented by Dr. Mohd. Ali Barzgar 

Eastern Europe: Report from the meeting at Alma Ata, May 2003, presented by 
Natalia Cebotarenco, Moldavia 

Insights from WHO on nurturing the PHC movement — WHO report of 25 years of 
PHC by R. Bengoa, WHO 

Role of Faith based communities in the primary health care movement — Patricia 
Nickson - Institute Pan Africain de la Santé communautaire (DRC) / Liverpool 
School of Tropical Medicine 


Challenges for the future - presentation on 


Practicing Primary Health Care at the Grassroots by Dr. Johny Oommen (a case 
study from Orissa State, India) 
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17:30 — 18:30 General Assembly 
e Chairman’s report — Dr. Manoj Kurian 


e Treasurer’s report — Dr. Mano} Kurian 
e New members of the Executive Committee of 


NGO Forum for Health. 
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Opening Address by the President 


Dr. Manoj Kurian, President, NGO Forum for Health 


25 years ago at Alma Ata, the World Health Organisation undertook a declaration that adopted 
Primary health care as the key method to achieve health for all. We are dedicating our annual meeting 
to this important issue. 


Civil Society played a crucial role in the development of the primary health care concept. 


We celebrate the achievements of the past 25 years, while recognizing that the goal of ‘Health for All * 
has not been achieved. 


Primary health care is “essential health care based on practical, scientifically sound and socially 
acceptable methods and technology made universally accessible to individuals and families in the 
community through their full participation and at a cost that the community and country can afford to 
maintain at every stage of their development in the spirit of self-reliance and self-determination”. 


The most prominent feature of the movement was that it recognized that health was closely inter- 
linked with improving social justice. The needs of those who were least able to benefit from 
‘development’ and the necessity of empowering people to seek and access health care were 
highlighted. 


The Alma Ata declaration provided a great incentive for a radical rethinking about health policies, 
which influenced the planning, organization and management of health sectors globally. 


The session that we are about to start is a vital input of experiences and reflections from civil society 
all over the world. The civil society’s perspective on ‘Primary Health Care’, looking back over the last 
25 years and ahead to the future and the lessons learnt - I believe will have a profound and positive 
influence on how this world can achieve health for all. But for civil society to have this impact- there 


are two tests. 


The civil society input should reflect the voices of the people who they represent and they should have 
the possibility to communicate this to the decision makers. 


The decision makers should listen. 


That is a challenge to all of us. 


Without taking any more time from the people who actually matter in this session, let me thank you all 
coming. 


WELCOME ! 
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Primary Health Care Experiences in Central America 
Health Care existed well before Columbus arrived in America. The Latin American PHC programmes served 
as models 25 years ago. 


Presentation by Maria Hamlin Zuniga, MPH, of the International People ‘s Health Council/ People’s Health 


Movement, Nicaragua. e-mail: maria@iphcglobal.org 


Saludos a todas y todos en nombre de trabajadores comunitarios de salud de America Latina. 


Good morning from our community based health workers in Latin America. 


It is a pleasure to share with you our thoughts on the experiences of Primary Health Care in our region 
of the world. We recognize the Alma Ata Declaration as significant in its strategy of Primary Health 
Care as the basis for health for all. However, our experience in PHC goes back to pre-Colombian 
times when our indigenous peoples provided primary health care through the use of the vast riches of 
the forests and jungles. Our biodiversity was the basis for the treatments and medicines provided to the 


population. 


In indigenous culture, the midwife was blessed with a gift from the gods, or God, and is responsible 
for the health of the mother, the child, and the community. Midwives are sacred even today in many 
indigenous communities. They continue to be essential as the first contact of the newborn child in this 
menacing world. Midwives are the foundation of community based health programs, and for this we 
celebrate their work in PHC. 


Community based health programs developed in Central America and Mexico from the mid-sixties 
when church based programs set up clinics to provide medical services. Soon they realized that the 
real work in prevention and promotion must be done in the communities, involving grassroots persons 
who could speak the language and understood the culture of the indigenous peoples. Soon health 
promoters were being trained to carry out basic health care and health education in many communities 
throughout the region. 


In 1975 representatives of these groups came together to share their experiences and to learn from one 
another. They established the Regional Committee for the Promotion of Community Health, a network 
of community based health programs and 
health workers which continues to be 
relevant today in Mexico, Central 
America and the Spanish-speaking 
Caribbean. 


Several of these groups were an 
inspiration for the strategy of Primary 
Health Care. Dr. Halfdan Mahler 
recognizes the importance of such 
programs in determining his proposals for 
Primary Health Care and Health for All. 
The Chimaltenango Development 
program was one such program that was 
documented by the WCC in early 1976. 


Maria Hamlin Zuniga, MPH explaining the situation in Latin America. 
These community-based health programs 


were founded on the premise that Health for All depended upon recognition of the root causes of 
illness in the communities. Too often it had little to do with the biomedical causes and much to do 
with unjust distribution of land and wealth. Health workers were concerned about the malnutrition in 
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their communities, but there was no land to grow food. People worked as laborers on the plantations of 
the rich and earned too little to sustain their children’s growth. 


This acknowledgement of unjust social structures led to the active involvement of many health 
workers and the health programs in the struggle for social change in the region. This was particularly 
the case in countries such as Nicaragua, El Salvador and Guatemala. 


Community-based health workers were not readily accepted by the dominant system, even though they 
continued to be important to that very system. Few medical professionals actually worked in the 
indigenous or peasant communities of the region. Public health services were limited in many cases to 
the larger cities and provincial capitals and were scarce in the countryside and mountainous areas. Few 
health providers were of indigenous origin and therefore had little understanding of the language and 
the culture of the people. Thus, CBHP were really the only alternative available to many people. 
Therefore the programs extended and became significant actors in the health system of the region. 


However, conflict and war took its toll. Health programs were repressed and health workers were 
required to leave their communities and migrate internally or to other countries. Many of the expatriate 
personnel left and the health promoters maintained these programs. Most of the programs held on and 
survived during this period of repression. 


In Nicaragua, with the triumph of the Sandinista Revolution in 1979, Primary Heath Care became the 
commitment of the new ministry of health. The WHO recognized Nicaragua in 1983 as an outstanding 
country in the implementation of the PHC strategy. At one time over 10% of the Nicaragua 
population, mostly young persons and women, participated as brigadistas involved in immunization, 
cleanup and antimalarial campaigns. It was a most exciting time with heath on the agenda in the entire 
country. 


During the 80’s conflict raged in several countries in the region. However, the need for well-prepared 
community health workers continued to grow. So the programs proliferated, especially in the areas 
where the insurgency was the greatest. 


The Central American peace process began in Esquipulas, Guatemala in 1987 and took many years to 
finalize. The counter revolutionary war against Nicaragua ended with the electoral defeat of the 
Sandinista government in 1990. Peace accords were made between the government and the 
revolutionary forces in El Salvador in 1992 and in Guatemala in 1996. 


During the 1990's, and particularly after the cessation of the wars, these countries were subjected to 
Structural Adjustment Programs and Health Care Reforms. Now the poor were no longer under the 
threat from the military, but rather from the severe economic measures that have served to drive a 
greater breach between the rich and the poor in the entire region. 


This situation has led to many changes in the role of the community-based health programs. In some 
cases, health promoters have been incorporated into the work being carried out by the health 
ministries. Other programs have been able to make working arrangements with the ministries without 
loosing their autonomy as NGOs or CBOs. Coordinating relationships between government and So- 
called civil society organizations are much more common and some groups have been successful in 
carrying out joint programs in communities. Some governments have even entered into contractual 
arrangements for the provision of health services. And, in many countries health promoters have 


finally been recognized and certified. 


Naturally, the role played by these PHC programs changes when they begin to work directly with the 
government, rather than at odds with it. The relationship is often an uneasy one, because the programs 
are community-based and the health ministries relate to the communities in a very vertical fashion — in 


spite of the decentralization process. 
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What is clear, in all the countries, is that the “modernization” of the health sector has _ to eo aieee 
budgets for health services and increased privatization of health care. Nearly —— ook oan saga 
paying out of pocket for services and for medicines. Access for the poor, one of the se = : 

health care reform, does not exist. Currently the poorest of the poor are not those served, but rather 


those with ability to pay. 


The communities are experiencing new types of problems. Severe economic hardships abound, 
causing migration to other countries, particularly the United States. Consequently families are 
separated and social problems ensue. Another serious problem is the enormous increase in crime and 
violence associated, in some cases, with drug trafficking. Central America has become a major route 


for the transfer of narcotics from South America to the United States. 


To make matters worse, these countries are currently negotiating a Central American Free Trade 
Agreement with the United States that does not take into account the real needs and problems of the 
area but rather, directly benefits the United States. This CAFTA agreement has run up against 
resistance from different sectors of the population, including workers, farmers and peasants, and now, 
even the private business sector. However, the US continues to be set on the goal of signing the 


agreement before the end of 2003. 


The resistance to CAFTA has also led to the organization of many sectors of the population, including 
community-based health programs and health sector personnel. For example, the resistance to the 
privatization of the Social Security system in El Salvador over a period of eight months is closely 
linked to the anti-CAFTA movement as well as antiwar campaigns. 


This is the new difficult scenario faced by the great majority of the population of Central America. 
This situation provides opportunities for raising awareness and building coalitions that will nurture the 
struggle for justice and peace in Central America. 


The struggle for health and the fundamental right to health and health care is an important part of the 
current situation in Central America and other countries around the world. 
Undoubtedly the strategy of Primary Health Care in the broadest sense continues to be relevant to 
these struggles for health, just as it was 25 years ago when the Alma Ata Declaration was proclaimed. 
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Reclaiming the Vision 


25 years of Primary Health Care movement in Africa shows: The community 
must be the decision maker. The implementation of PHC needs time. 


Report of a workshop held by Christian Organizations from the Africa Region 
under the Auspices of WCC in Collaboration with CHAK on 12" and 13" May, 
2003 at The Grand Regency Hotel, Nairobi, Kenya, presented by Samuel 
Mwenda of the Christian Health Association of Kenya 

e-mail: mwenda@insightkenya.com. 


A total of 134 countries and 64 United Nations agencies met at Alma Ata 
in the former Soviet Union in 1978 and conceived the celebrated Alma Samuel Mwenda during 
Ata Declaration that defines Primary health Care as: his presentation. 


Essential care based on practical, scientifically sound, socially acceptable methods and 
technology made universally accessible to individuals and families in the community 
through their full participation and at a cost that the community and a country can afford 
to maintain at every stage of their development in the spirit of self-reliance and self- 
determination. (Alma Ata Declaration 1978). 


The sole purpose of PHC was to provide basic health care that is affordable, accessible, available and 
acceptable for all by the year 2000. In addition the strategy aimed at equipping those undertaking the 
provision of services with skills for effectively managing these services. Bamako Initiative was added 
to this in 1987 to accelerate PHC through community pharmacy. 


Back home in the respective countries the concept of PHC meant different things to different 
government ministries of health. This was probably due to the varying levels of outreach health 
services to people living in the rural areas. Some governments scaled up policies on rural health 
services as the response to PHC. The Churches were in the forefront in actualising the PHC initiative 
and to date, at least in Kenya, some of the most active Community based health care projects are under 
the auspices of the Churches. 


Year 2000 came and passed yet the realization of the dream of health for all is probably much further 
than it was in year 1978. What went wrong and how can the vision of PHC be reclaimed to provide 
the much-needed health to communities in Africa? 


ground that WCC in collaboration with CHAK organized a two-day workshop 
in Nairobi with the aim to review the status of PHC after 25 
» Consensus years in terms of the achievements, failures and the challenges. 
BC. The concept of PHC has remained More importantly the workshop set to chart out the way 
valid though implementation strategies forward, taking cognisance of the identified opportunities. In 
| and achievements are varied this way, the question of the relevance of PHC resonated 
¢ Right from the beginning PHC was not | throughout the workshop and helped the participants to tease 
received with the enthusiasm that it out the key issues in terms of the understanding the concept 
ers te Ministrics of Heo and assessing what this has achieved in terms of focus to the 
vision, the implementation strategies employed and _ the 
relevance of the vision 25 years down the road. 


It was against this back 


An important point to recognize from the onset is that the 
consensus that the concept of PHC has remained valid although implementation 
be varied. This recognition set the tone for the workshop 


workshop reached a 
strategies and achievements may 
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ncept of PHC in terms of the 


focused presentations by PHC 
eld. These 


dressing the relevance of the co 
d. These were followed by | | 
Africa; based on their experiences In the fi 


deliberations. Key presentations ad 
principles and components were presente 
implementers from selected regions in “4 
background presentations guided the discussions. 


of the materials presented at the workshop, the deliberations and the 


ides a synthesis “feet 
pene 5) Set a le of the Church given their centrality in human health from the 


way forward, particularly the ro 
grassroots. 


Introduction 


her developing countries’ health problems, the 


In an effort to provide a panacea for Africa’s and ot ns, t 
concept of primary health care was mooted in 1978 followed by the inclusion of the Bamako Initiative 


in 1987; essentially to accelerate PHC. Primary health care had the sole purpose of providing 
affordable, accessible, available and acceptable health care for all by the year 2000. In addition the 
strategy aimed at equipping those undertaking the provision of services with skills for effectively 
managing these services. While these strategies have contributed immensely to enhancing the health of 
people living in sub-Saharan Africa, it has come with many challenges and there is room for 


improvement. 


It is against this background that WCC in collaboration with CHAK organized a two-day workshop in 
Nairobi with the aim to review the status of PHC after 25 years in terms of the achievements, failures 
and the challenges. More importantly the workshop set to chart out the way forward, taking 
cognisance of the identified opportunities. In this way, the question of the relevance of PHC resonated 
throughout the workshop and helped the participants to tease out the key issues in terms of the 
understanding the concept and assessing what this has achieved in terms of focus to the vision, the 
implementation strategies employed and the relevance of the vision 25 years down the road. 


An important point to recognize from the onset is that the workshop reached a consensus that the 
concept of PHC has remained valid although implementation strategies and achievements may be 
varied. This recognition set the tone for the workshop deliberations. To guide the discussion key 
presentations addressing the relevance of the concept of PHC in terms of the principles and 
components were presented. These were followed by focused presentations by PHC implementers 
from selected regions in Africa, based on their experiences in the field. 


Key issues 
Understanding/ Interpretation of Primary Health Care 


One of the issues raised at the workshop was the interpretation of Primary Health care in the various 
settings. It came out quite clearly that this was left open such that over the years it assumed some 
vagueness. In some instances those in the Ministries of Health who were supposed to steer the concept 
forward often relegated it to second rate health care. It was regarded as cheap and only suitable for ibe 
poor who have no other option. This is often evident in the budgetary allocation to this service: 
receiving very little of the central support. These sentiments seemed to be supported by the vari 
countries represented. The lack of understanding and appreciation of PHC may be partly . reaneall 


the reverse to vertical programs, which in themselv 
oe , es undermined the com | 
different situations. prehensiveness of PHC in 


At the end of this discussion it was clarified that the understanding of PHC should be rooted in a _— 
context such that wherever one is, or whatever health problem occurs and whatever sahetan ese 
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required become primary. In this way the issue of second rate health care or issues of cost should not 
arise since PHC can be applied differently in varying situations. 


Key issues raised 


— In advocating for PHC it was recognized that the key areas it 
ae would address are equity and access issues and identifying and 
ioe AE > strengthening of other options of health care. Inspite of the 
* Management efforts put in place the issue of equity and access remains 

oe problematic. These are further linked to support and resource 
ga allocation. In the last twenty-five years African governments 
Ranatvision have faced increasing difficulties in providing sufficient 
ere evahation resources to meet their health obligations. External factors are 

largely responsible for this scenario. The overall 
macroeconomic performance of these countries has decreased dramatically. This has been intensified 


by the increasing political instability in the region. 


The structural adjustment programmes which showed little or no 


sustainable success in most African countries and contributed to fijggigg tees continued... 
the decrease of available resources for health services. The [yg * Community involvement/partnership 
A : < oe ¢ Decision making 

situation has been complicated further by the emergence of HIV faye + Prioritization 
and AIDS and with this the re-emergence of diseases such as [7am hinds 
Tuberculosis such that the gains in child immunization coverage * Community innovations 

: - i ¢ Existing community resources 
and improved maternal health have rapidly run down the drain! ¢ Inter-sectoral collaboration 
Malaria has remained a killer and the deploring state of poverty Seda gg Pillars Of ee 
has reduced the communities to seeking basic survival! Sectoral ee ee 

i : aA * Identifying strengths of potential partners 

factors such as poor maintenance of physical facilities, poor | * Complimentary vs competition ' 


supervision and monitoring, absence of or poorly maintained 
infrastructure such as transport facilities, inadequate community involvement and inadequate 
distribution of health resources has become widespread. 


In view of this, there is definitely a widening gap between the demand for and the provision of 
primary health care in the developing countries. Some countries have noted this and made efforts to 
institute measures to address this disparity. The suggested changes have been packaged in what is 
popularly referred to as health sector reforms. Although the reforms are tailored for the individual 
countries there are a lot of similarities in the objectives and strategies suggested. 


The health sector reform entails delivering quality health service, addressing equity issues, promoting 
efficiency, enhancing consumer satisfaction and involving communities in health care delivery. The 
vision is to create an enabling environment for the provision of sustainable quality health care that is 
acceptable, affordable and accessible to all members of the community. Success in this the health 
sector reform would indeed uphold the original PHC vision. Broadly health sector reform adopted a 
mission that focuses on preventive and promotive health, reduction of disease burden and improved 


water and sanitation packaged according to priority. 


Specifically the mission is to: 
Promote and provide quality, curative, preventive, promotive and rehabilitative health care 


services to all Kenyans. hes: 
e Create an environment where quality promotive, preventive, curative and rehabilitative services 


are provided. 
e Reduce the burden of disease resulting from vaccine — preventable diseases, HIV/AIDS, malaria 


and other diseases. a) a 
Expand safe water supply, improve food control measures and sanitation facilities. 
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, , i rt t 
This has been followed by the identification of both high and medium packages 1n an effort to 


accelerate health service delivery as follows: 


High priority packages 
e Malaria prevention and treatment package 


e Reproductive health package 
e HIV/AIDS/TB prevention and management package 


e IMCTI package 


e EPI 
e Control and prevention of communicable diseases 


Medium priority packages 
e Non-communicable diseases 


e Reproductive cancers 

e Mental health 

e Drug & substance abuse 

e Injuries and accidents 

e Control of other vector borne diseases 


It is important to recognize at this point that these do reflect the tenets of PHC as was conceived in 
1978. This would support the argument that PHC is still relevant and that properly implemented this 
strategy should go a long way to meet the health needs of communities. 


What needs to be in place to support Primary Health Care? 


The pillars of PHC are engorged in the health system itself. From the infrastructure’s perspective these 
are areas that were identified during the inception of PHC but in terms of implementation have met 
with varying successes and in most cases failure. These are listed and described below as follows: 


Referral 


The essence of PHC is to provide care at the initial point of contact; however there should be ample 
provision for referral to the next level if and when the need arises. One of the major problems that has 
faced the delivery of PHC is the lack of an efficient referral system. 


Drug supply 


Drug supply is a vital support to PHC particularly for the curative servi 

opi} ervices at the referral points. In 
most facilities these were reported to be unavailable. The issue of drug supply was further pines 
through the Bamako Initiative in an attempt to reach the poor especially women and children. But 
again this had limitations especially in terms of training, monitoring and supervision | 


Training and Supervision 


There was insufficient training and supervision especi 

wi pecially for the cadres at the co 
Supervision was supposed to be undertaken by the relevant departments of Ministry at Hesith re 
the district level but this did not take place due to logistical problems particularly lack of transport ies 
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Monitoring & Evaluation 


Thi ; : 
1S was envisaged as important in mapping and assessing the implementation of the project. 


However it was reported that this is the least d 
. CS) l 
inadequate funding. veloped component of the programme largely due to 


Community Involvement and Partnership 


Community participation or community involvement has been applied interchangeably to denote the 
role communities need to play in their own health care. As conceived under PHC the community was 
recognized as having a central role to play in the delivery of health care in a very comprehensive way. 
Thematically community participation was envisaged as follows: 


Nutrition and food security 


Nutrition education, directed at locally available and affordable food. 
Preparation of weaning foods and increasing energy giving diet and meal frequency. 
Disease prevention. 


Improved food production and storage 


Water and sanitation 


To protect springs and wells. 
To dig and maintain VIP latrines for all community buildings e.g. churches and schools. 
To ensure that polluted water does not gain access into the drinking water. 


To increase the quality and availability of water by planting trees and conducting regular tests 
of the water. This will also prevent soil erosion. 


To promote the building of roof rain-catchments for schools and the households. 


Maternal & child health and family planning 


Identification of high-risk mothers/children. 

Encouraging mothers to visit antenatal clinic and have Tetanus Toxoid immunization. 
Improving conditions under which deliveries are conducted by promoting hygienic and safe 
deliveries. 


Immunization 


Assess coverage of immunization; 
Identify prevailing preventable diseases; and 
Raise awareness of the community through barazas. 


Providing support to the CHWs. 
Providing a link between the community and health facilities (dispensary and health centre), as 
members of the Health Facilities Management Committees. 


Participating in planning immunization campaigns. 
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Treatment of common conditions 
e First aid on common emergencies and accidents. 


on of early signs and symptoms of common diseases such as malaria. 


e Recogniti 

e Record keeping. 

e Early recognition of danger signs for referral. 

e Simple management of common conditions with drugs ava 
kit. 

e Follow-up of cases on treatment including T.B., epilepsy, 


ilable in local shops or in the CHW 


mental cases, STDs, HIV/AIDS. 


It was perhaps not too clear how this would be achieved. Over time it has come to be realized that this 
term could and was indeed misunderstood by both the implementers and community members. While 
for some implementers this meant identifying community needs, designing the programmes and 
expects the communities to gladly participate; the community members on the other hand expected the 
provision of resources for the programmes with very little input on their part. They could only 
participate as consumers. As a result of this approach it is evident that the existing PHC programmes 


reflect a low decision-making score for communities. 


Whereas prioritisation is key in project selection the fact that communities are least involved meant 
that the projects are not based on identified priorities. This is simultaneously connected to the 
observation that project ownership and sustainability are limited. Because the designs were top down 
it is important to note that community resources in terms of traditional knowledge and appropriate 
practices were not drawn upon appropriately. Thus the objective of empowering communities was in 
this respect lost and dependency prevailed. 


It was observed that so far although the community has been involved in some measure this has been 
grossly inadequate and the fault may largely lie with the implementers who provided limited room for 
community involvement. It was therefore concluded that in the future “Let community initiate while 
we support and facilitate the process”. In this respect, the perception of community involvement has 
assumed a new dimension that views the role of communities as that of partnership rather than passive 
recipients of programmes they hardly identify with. The Issue of building partnerships with 
communities is perceived in this context as empowering and providing a backbone for community 
responsibility for their health and ultimately sustainability of the same. 


Intersectoral Collaboration 


Intersectoral collaboration is one of the central pillars of PHC that failed to take off Giving the 
specific example of Kenya, Intersectoral collaboration was expected to operate at various val! as 
paar with boards at the national, provincial, district, divisional and locational levels. The role of 
specific ministries such as Health; Agriculture; Education; Culture and Social Din and Water 
Development was to be crosscutting. The ministries of Transport and Communications: Fin d 
Planning and Information and Broadcast were to serve as supportive sectors. are 


It is not very clear why this did not take off but one can s 
as a key component to the success of PHC, concomitantly 
body that would see to it that intersectoral collaboration di 
for a long time planning has been and remains secto 
Intersectoral collaboration therefore requires tradeoffs an 
otherwise be reviewed as radical. Yet teamwork is possi 


peculate that perhaps, having identified this 
there was no identification of a coordinating 
d take place. This is crucial recognizing that 
ral, with particular ways of doing things. 
d adaptation to new approaches which may 
ble so long as there is a concerted effort to 
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network, 1 i . 
—— the potential and strengths of each of the partners for the sake of optimisation of 
. this would in itself rule out the issue of competition and duplication and instead foster 


complementarity. In each case the issue sh ; 
; ould revol 
community. ve around the centrality of the needs of the 


mec ‘Sea technical hitch was the uptake of down-up approaches instead of the traditional up- 
i whereby the government ministries normally delivers what is perceived best for the people 
own to them. Decisions are made from up and the recipients should be grateful for the handout! 


Primary Health Care Achievements realized 


Achievements of PHC 


¢ Some of the original 8 elements have 
recorded notable improvements: 


In spite of the pitfalls and the challenges PHC has experienced 
over the years, participants concurred that PHC has seen quite a 


Y Childhood immunization coverage number of achievements in the past 25 years. In particular some 
¥ Family planning 
¥ Health education 


of the original eight elements have recorded notable 
“Community awareness & involvement | improvements in the indicators. For instance, the participants 
$ oe of training of health workers | pointed out child immunization coverage, family planning, and 
Vianine health education in terms of community awareness among 


¢ Integration of various curative & preventive | Others, as success stories in many countries. 
health services in most health facilities : 


Weaknesses and Challenges 
Right from the beginning PHC did not receive the enthusiasm 
Weaknesses of PHC in Africa that it deserved from the ministries of health. In some situations 
¢ Community involvement minimal PHC was misconstrued as second-rate service, presumably for 
ee colleboration the poor and probably cheap enough to be sustained by 
| ¢ Vertical programs iy, : ‘ ‘ 
¢ Wide gaps between policy & implementation | COMmunities. It may be for this reason that in countries such as 
ee oss PHC goals Kenya PHC received the least funding and where funds were 
+ Donor dependence idles: 
¢ Top-down approaches leading to “community collected at district level only about 25% would be allocated 
apameeglistion rather than COMmMAMAY for PHC activities, lump sum. This mind set could be 
involvement . : 
¢ Lack of accountability to the community responsible, to a large extent for the failure of full 
¢ Lack of sustainability implementation of PHC. Given this perception it is little 


wonder that the major areas of setback mentioned include: 


e Community involvement was minimal given that there were no adequate funds to undertake 
community mobilization and sensitization for health 

e Intersectoral collaboration failed due to lack of coordination of the various sectors and clearly 
defined appropriate role for each in the overall success of PHC 


e Vertical vs. comprehensive/integrated programmes. With little guidance from the ministry it 
was inevitable that vertical programmes would persist even when they would be labeled as 
PHC 

e Wide gaps between policy and implementation that may be attributed to the lethargy at the 

Ministry of health level 

PHC strategies were over ambitious while the existing planning horizons were too long. 

e Donor driven and donor dependence, leading to pockets of programmes that were evidently 

successful but not sustainable in the long run. 

Deficiency of visible community ownership given that community involvement was minimal 


. 99 4 . . ni 
e Top-down approaches leading to ... community manipulation rather than community 


involvement’ 
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Lessons learned 


Several lessons have been learnt from PHC programme 
implementation. These are to a large extent contextualized on 
social and physical environment. Yet the same can be borrowed 


to community and as such rendering communities unable 


Lack of transparency/accountability 
donor. 


to sustain the programmes upon the exit of the 
Declining health budgets especially in Africa 
Poor maintenance of the infrastructure and equipment 


| Lessons learned 

ly PHC is a viable health strategy and should be 

‘ understood as context specific 

+ PHC is not cheap 

+ PHC implementation requires time 

‘+ Community might require re-defining to 

include the dynamics of rural & urban 

Community as partners rather than passive 

recipient 

« Need for community generated agenda rather 

than donor defined agenda 

Need to re-define inter-sectoral collaboration 
in order to optimize resources and benefits 


Staff shortages especially in hardship areas 


8 


appropriately in different situations. The major lesson learnt include: 


ee 
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Threats and challenges 


| Threats/challenges 
| ¢ Globalization & increased poverty 


|. « Unplanned urbanization 


_ + Natural disasters 


PHC is a viable health strategy and should be understood as context specific 


PHC implementation is not cheap as was meant to sound and that effective implementation 
requires marshalling and rational use of resources both at the community and facility level. 


The community component, which often suffers when there is budget cut in the health sector, 
is an important complement to the clinical component. 


PHC implementation requires a great deal of time 


There is need for redefining community, for instance the dynamics of rural and urban 
communities differ greatly thus calling for specific approaches. 


Community as partners rather than passive recipients 

Community driven agenda rather than donor defined agenda 

The need to redefine intersectoral collaboration in order to optimize resources and benefits 
PHC in conflict situations, natural disasters and emergencies. 

Nomadic populations — designing Nomadic PHC Projects e.g., by UNICEF and AMREF 
Social-cultural Factors related to FP, HIV and AIDS 


Gender equity such as involving women in decision making and project implementation and 
fair gender mix in composition of health committees 


Literacy especially for women 


As we evaluate the achievements and failures of PHC is it 


important to bear in mind the challenges brought about by 
changes such as: 


+ Rapid population growth 


e Globalisation and Increased poverty leading to 


¢ Environmental degradation ‘ F 3 . 
widening inequity 


¢ New and re-emerging diseases 
* HIV/AIDS 
* Malaria 
* Tuberculosis 
+ Increase in non-communicable diseases 


* Need for Political goodwill that would influence 
rational allocation and use of resources 


e Economic Recession globally and effects on health 


¢ Rapid population growth that has in 
creased demand 
for services yet economic development has in most instances recorded zero growth 


Unplanned urbanization and the mushrooming slums 
service 


¢ War and civil strife 


that take toll of already weak health 


Environmental degradation that has resulted in shorta 


security ge of food production, undermining food 
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on Aone on health care delivery has been occasioned by the new and re-emerging 
psi x a IDS have dealt a heavy blow on the achievements in health that had been 
s and were growing steadily in the early 1980s. As an opportunistic infection 


Tuberculosis, which in many respects had b i : 
drug supply are high. Pp cen contained, is now on the increase and the demands on 


In i . . ae ; 
crease in Non-Communicable Diseases additional to communicable ones, often referred to as 


diseases of affluence are now visi V Pp g g y remain 
sible even among the poor even though the magnitude ma al 
remal 
unknown. These include: 


- Cancers 
- Diabetes 
- Cardiovascular diseases 


Natural Disasters such as floods and droughts bring about various seasonal occurrences that contribute 
to widespread morbidity such as malaria, Typhoid, dysentery and malnutrition. All these require 
resources at both the community and national levels. Often there is less disaster management 
preparedness in place for many countries. 


War and Civil strife present a special challenge to countries and communities as planning for health 
care in such situations can only be erratic. Often the infrastructure is destroyed to the extent that it is 
either irreparable or takes a large chunk of resources just for the repair work. Meanwhile the 
immediate repercussions from war and strife include: 


- The burden of displaced people 
- Trade on human beings, especially women and young girls as sex slaves 
- Brain drain 


All these go along way to affect the health status of a population. 


Other challenges include: 
- Policy guidelines for the CORPS for purposes of regulation of roles and responsibilities 
- Involving institutions of Higher Learning for policy review and appropriate change 
- Donor dependency and fatigue 
- Partnership and sustainability 
_ Institutionalisation of PHC to address the gap between policy and implementation 


Conclusions 


Workshop participants concurred that the Church has the appropriate infrastructure to address the 
issues that can reclaim the PHC vision. Unlike other NGOS that come and go, the Church remains 
steadfast even in the remotest village. The Church has the challenge to rise above healing as an 
incentive to conversion but think seriously about the community as an equal partner. To follow the 
message of Jesus Christ...”Be in the world but not of the world” 


Way forward 


In the deliberations it was clear that PHC as was envisaged remains a relevant approach to health care 


provision especially in poor resource settings. It was also argued that although the resources are 


limited rational use of what is available would go along way in addressing the health needs of 
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communities. To facilitate this the participants a 


action: 


As a Church we should: 


greed on the following five points for immediate 


Listen to the community (needs assessment and create a genuine community partnership). 


Source available manpower from the community as a form of commun! 
in a situation of sheer 


ty empowerment. 


Address the issue of voluntarism- how feasible is this expectation 
poverty? 
Rethink the cost/affordability of PHC 


Redefine multi-sectoral collaboration 


At a more broader level there is the need for: 


More focused strategic planning 
Continuous review of policies and strategies with the changing times 


Monitoring, Evaluation and feedback 


The need for appropriate indicators 


In this way the role of change agents would be that of catalysts and fostering partnerships for health. 
PHC remains a valid strategy for arriving at health for all people. From the achievements arrived at so 
far and lessons from mistakes made along the way, the Church can make a difference in health care 
delivery. The challenge facing the Church is to reclaim the PHC vision and actualise it in partnership 
with community at the grassroots in the developing world. 
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Africa FBO’s support re-claiming 
of the PHC vision! 
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A Global Review of Primary Health Care 


WHO renews PHC strategy, as Integrated health systems will help face the new challenges 


Insights from WHO on nurturin 
g the PHC movement, 
Noncommunicable Diseases, WHO ent, presented by Dr Rafael Bengoa, Director, Management of 


e-mail: bengoar@who. int 


The WHO report “A Global Review of Primary Health Care: Emerging Messages”, document 


WHO/MNC/OSD/03.01 is available on http:/Avww.who.int/gb/EB_WHA/PDF/WHA56/ea5627.pdf 
(accessed on 2/3/4) 


Why we are reviewing primary health care (PHC) now? 


1. New emerging health issues such as HIV/AIDS, 
noncommunicable diseases and a trend towards chronic 
diseases. 


2. Demographic changes. 


3. Impact of globalization,  industrialization, and 
urbanization on determinants of health. 


4. Changes in the roles of governments in relation to 
population health and the organization and delivery of 
health care. 


Rafael Bengoa of the WHO informed 
about the Organisations review of PHC 


5. Changes in WHO and new ways of operating such as the 
Country Focus Initiative. 


The process of the review: 


1. Regional Workshops: to draw out perceptions, experiences and ideas from participants and 
explore ways in which models of PHC and PHC policies at Member State level will need to 


change to meet the demands of the 21“ century. 


2. Regional Reviews: Presenting the following: 
Member State policies and systems for PHC 


a. 
b. How PHC systems are changing 
c. Emerging health challenges 
d. The impact of PHC on population health 
e. Wider community development and the contribution of PHC 
f. The role of WHO and other international agencies. 
3. Mapping/scoping the evidence: A review of the evidence on primary health care policies and 
interventions. 
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The Review Outcomes: 


1. 
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PHC in a changing world 

At country level, the changes in the pa 
major risks, and in socioeconomic environment presen | | 
There are trends towards more integrated models of care and greater pluralism in the financing 
and organization of health systems. 

The context of framing and implementing health policy ha 
to rethink their roles and responsibilities in relation to popu 
and delivery of health care. 

The policy environment includes the widespread presence of NGOs as major stakeholders in 
health and health care. 


In view of the recommendations of the Commission of Macroeconomics and Health and the 
Development Goals of the United Nations Millennium Declaration (MDGs), it is important to 
offer guidance on the most effective health solutions including the expectations from “close to 


client” services. 
It is unrealistic to expect the achievement of the MDGs without an organized PHC. 


ttern of disease, in demographic profiles, in exposure to 
t new challenges to PHC. 


s changed. Governments continue 
lation health, and the organization 


PHC: Perceptions and Commitment 
Countries still view PHC as a policy cornerstone. 
The principles of PHC are seen as relevant to all populations and communities 


There is a general move towards PHC led health care systems (New Zealand, Australia, UK, 
Canada, Sweden, Finland, Costa Rica, Chile, Brazil, Egypt, Jordan, Islamic Republic of Iran, 
Oman. 


In developed and middle income countries where health care networks resolved problems of 
access, PHC is conceived as a level of care. 


In low resource countries where there are still significant access challenges, the PHC concept 
which still prevails is the perception as a system-wide strategy for development. 


There is diversity and innovation in how PHC is being implemented. 


There are many innovations in PHC such as: microinsurance and other complementary 
community financing schemes. 


There are now wide-spread innovations such as developing community-based integrated 
health care with a system perspective, and numerous experiences which try to relocate public 
health functions within primary care. 


Many innovations have emerged for effectively preventing and managing chronic conditions 
within PHC. 


PHC Development 


Dependence on international resources often resu] 


, ts in the donors in i Sas 
with national policy-making bodies. fluencing and conflicting 
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y be a failure of impl ' 
and political factors. implementation or of other complex socioeconomic 
NGOs are major stakeholders in health and health care. They bring a new dimension to the 
way in which health policies are framed and services are organized and delivered. 


There are major issues that remain to be addressed about the availability of evidence to 
support policy development in PHC. 


It Is necessary to identify the contribution PHC can make in relation to addressing lifestyle 
issues are reinforcing prevention and better management of chronic conditions. 


The delivery of a wide range of WHO’s own strategies is dependent on their being appropriate 
PHC capacity at a local level. 


Capacity building approaches for PHC and vertical programmes do not have to be in conflict. 


‘ is possible to integrate and find synergy between these approaches at national and local 
evels. 


The central characteristics of any effective local PHC model in the future will be adaptability 
to rapidly changing circumstances, and responsiveness to locally defined needs. There is no 
“blue print” approach to implementing PHC. 


WHO and its support to Member States: 


International Organizations must improve access to current evidence about the effectiveness 
of PHC models and interventions. 


Contradictory messages on health systems from different international agencies should be 
avoided. 
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Whatever Happened to Alma Ata? 


illnesses have changed and communities have changed: All have access to 


inc Ata, , 
In the 23 yours since Alma “6 and poverty is the Killer Number One 


Coca Cola, but there are more poor people, 


Anniversary Reflections at Asia Social Forum, Jan. 03 


At 
ip he: Saleh Chandran John (Asian Community 


Bat Hyderabad presented by Dr. Prem 


Action Network), India 
e-mail: prem_john@vsnl.net, hariprem@eth.net 


Somehow or other the month of September seems to have os 
significance for humankind. September the 11° and the Worl 
Trade Center are still fresh in our collective memory: What is 
barely in our memory is what happened on the 12" of September 
1978 when the world was introduced to the concept of Primary 
Health Care and the Alma Ata Declaration was published. For us in 
‘ies the field of public health, Alma Ata was the defining moment but 
its stated objective of Health for All by the year 2000 A.D. came and went without creating a ripple 
since it was a mirage in the first place. As we mark the 25" Anniversary of Alma Ata in September 
2003, it behooves us to examine the hopes and aspirations that Alma Ata generated, the paths we have 
travelled since, the gods that we worshipped which we subsequently found had feet of clay and the 
highly touted New International Economic order that was already dead when it was given a quiet 
burial in Cancun in September 2003. What holds great symbolism for us is the loss of the name of 
Alma Ata itself which has now become Almaty in Kazakhstan and where significantly the Infant 
Mortality Rate of 12 per thousand live births in 1978 is now 60/1000 live births, reflecting indeed the 
state of public health in much of the world.) 


Recently I had an occasion to talk to several recent medical graduates in Sri Lanka and India. Not a 
single person had heard of Alma Ata. No one knew the principles of Primary Health Care (PHC). 
Nothing about this had been part of their curriculum. Herein lies one of the reasons why Health for All 
by 2000 A.D. remained a mirage. It is easy for us to sit back in our arm chairs and discuss what has 
happened in the last twenty five years. We, as the chosen community of healers with a clear mandate 
to heal and a clearly defined 2000 year old focus on the poor, with an infrastructure best suited to 
respond to the challenges of PHC, have to admit to a collective failure. Wittingly or unwittingly, we 
became part of a cartel that sabotaged PHC. Let us for a moment stop and examine which of our 
institutions played a pioneering role in the spread of PHC? There are honourable exceptions of 
programs of Christian inspiration predating Alma Ata, which indeed, gave some of the principles of 
Alma Ata, but collectively, as the Church in general, we failed in promoting PHC with the zeal we 
should have exhibited. With our institutions and organisations, with dedicated and informed staff, with 
our reach in the community and focus on the poor, if we had stood unambiguously for PHC, the entire 
public health scenario would have been different. We did not. This is an opportunity to exatiine again 
ae ag and systems to see why this has been so and how we can face these challenges better in 


The Hope and The Promise 


Health is a fundamental human right. This is built into the Indian Constitution. The Constituti 

directs the State to regard the improvement of public health as one of its prima duties. (2 When 
J.P. Yadav, India’s representative to the International Conference on Primary Health ae h id ‘ pees 
Ata signed the Declaration, he very forcibly reiterated it saying “....the health scene in m a ee 
in Asia and Africa suffers from severe distortions.... We are now laying greater em ba Pe 
rural areas, on narrowing the gap between the village and the city, between the eae ‘i Pt * ‘h " 
nots’. The new direction which we have given to our health programmes seeks to ban basic Ia 
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care to the doorsteps of the people in the vill a 

Hedetstthtialties test tiscnty five iba villages”. What has happened to this lofty promise of a new 

pee — years later, a critical analysis of the health data in India reports: “...the health 

pat fe) : € country is in an abysmal State notwithstanding the islands created by five star private 

- -” Gite: nursing homes. In spite of the Parliament adopting the National Health Policy in 1983, 
€ health situation in the country today is a cause of deep concern”. (3) We will come to this later. 


The Aspirations 


When statesmen and international decision-makers gather in conferences much hot air is produced and 
rhetoric bandied about. But the Alma Ata Declaration was truly a path breaking one thanks to the 
indefatigable efforts of Dr. Hafdan Mahler and his team. It is well to recall at least the key phrases in 
the Declaration in order to assess how far we have strayed from it: 


Article I: Health is a fundamental human right and the attainment of the highest possible 
level of health is a most important world-wide social goal whose realization requires the 
action of many other social and economic sectors. 


Article II: The existing gross inequality in the health status.... Particularly between 
developed and developing countries as well as within countries is politically, socially 
and economically unacceptable and is therefore of common concern to all countries. 


Article III; Economic and social development based on a New International Economic 
Order is of basic importance to the fullest attainment of health for all. 


Article IV: The people have the right and duty to participate individually and 
collectively in the planning and implementation of their health care. 


Article V:. Governments have the responsibility for the health of their people — to lead 
socially and economically productive lives. PHC is the key to attaining this target as 
part of the development of the spirit of social justice. 


Article VI: Universally accessible, socially acceptable, full participation, self reliance, 
self determination. 


PHC forms an interface of the country’s health system of which it is the central function 
and main focus. 


Article VII. PHC 

e Reflects and evolves from the economic and socio-cultural and _ political 
characteristics of the country and its communities 

e Addresses the main health problems in the community 

e Includes education or prevailing health problems, promotion of food supply, proper 
nutrition. Adequate and safe water supply, basic sanitation, MCH, immunization, 
prevention and control of endemic diseases, provision of essential drugs. 

e Involves agriculture, animal husbandry, food, industry, housing, public works etc., 
and demands coordinated efforts 


e Mutually supportive referral system to those most in need 
e Uses various levels of health workers including traditional practitioners 
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stain PHC....it will be necessary to exercise 


" icies to su 
Article VIII. National policies to d to use the available external 


political will, to mobilize the country’s resources an 
resources rationally. 


HC for all people since attainment 


j - All countries should cooperate to ensure P 
oan ah nd benefits every other country. 


of health by people in one country directly concerns a 


all by 2000 can be attained through a fuller 


Article X: An acceptable level of health for atta 
derable part of which 1s spent on arms and 


and better use of world’s resources, a CONS! 
military conflicts. 


2 Finally, the Conference calls on all of the aforementioned to support national 
and international commitment to PHC collaborate in introducing, developing and 


maintaining PHC in accordance with the spirit and content of the Declaration.(4) 


What a beautifully comprehensive document whose centrality unambiguously is “people” and their 

health in their own hands! What has happened to this spirit in the last 25 years? 

India’s Health 

° 19" century diseases such as Leishmaniasis (80% of the cases in three countries, including 
India)/s), Plague and Leptospirosis (125 cases and 12 deaths in Surat alone (6) have made a 
come back 

° Malaria, reported to be eradicated by NMEP has returned in more virulent and resistant forms, 
with two and a half million cases with an SPR of 3%. (7) 

a Tuberculosis has made a come back and at last count there being one fourth of the global cases 
- 3.5 million cases and 500,000 deaths annually, more than 1,200 deaths a day (8) 

. ee By 2010 India will have 20-55 million cases, the official prevalence rate being 

0 (9) 

. Typhoid, Infective Hepatitis, Childhood ARIs are widely prevalent with attendant mortality 

° At last count, there were 19 new viruses yet to be studied fully for which, of course, there is no 
treatment. 


Causes of the Deplorable State of India’s Health 


Ii is a well known fact that despite being avowedly being disowned by the ruling structures, that caste 
and to a lesser extent class, which largely follows from it as well as asset holding patterns are at the 
root of the problem of poverty. Everything else derives from it. There has been only one basic cause of 
poverty Bout the history of humankind. It is the lack of access to the control and possession of 
a i 80% of Pi assets are owned by 20% of the population. In a recent document. the 
orld Bank states:”....absolute poverty in India is declinin nd i we 
pove g but slowly, and it remains wides d 
: si * - amen a lives below the poverty line. India has the largest Be i of 
ople in the world...”. The report found that staggerin i 
Or g as the overall numbers remain - 2 
million rural poor — they do not tell the story. Social indicators of well being — health cau or 
nutrition — describe a country which has made substantial gains against widespread deprivation over 
50 years of its independence but has not achieved the momentum needed to bring the great majority of 
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aaa into the economic mainstream. ...its death rate for infants under five remains one of the 
ighest in the world...maternal mortality, which accounts for 12.5% of the annual deaths of rural 
women aged 15 to 45, causes about 470 deaths per 100,000 population. India’s rate is four times that 
of China’s and 2.5 times that of the world as a whole. Tuberculosis alone kills more than 500,000 
people a year. Half the children under five are malnourished and one third of the babies are 
underweight. And fewer than half the children from poor households are in school, reducing their 
prospects of escaping poverty. Two thirds of all women and two fifths all men remain 
illiterate....... Among the most disadvantaged groups, the ratios are even worse: literacy rates of just 
19% among scheduled caste women (//). The Report goes on to say that in general gender, literacy, 
land ownership, employment status and caste are closely associated with poverty. 


What an indictment of a country that has: 
e The second largest pool of scientifically trained people in the world, after the USA 
e Exploded its own nuclear devises successfully 
e Sent its own satellites into space 
e Capacity to build its own aircraft, cars 
e Some of the best heart, eye and kidney surgical facilities and specialists 
e The seventh largest stock exchange 
e A citizen who has the largest steel empire in the world (Mittal) 


e The largest group of software engineers in the world 


Also has produced 
e Wines that are equal to the best 


e More winners of Miss. World and Miss. Universe than any other country 


Contrast this with a few basic anomalies: 
e The two-tumbler system that exists in many interior villages where dalits have a separate 
tumbler for in tea shops 
e The spate of killings of those who dare to marry outside their caste 
© The ostracism of dalits who dare to win panchayat elections 
e High rate of infanticide in several districts 


© The sacrifice of children when beginning new projects in some areas 
e The brides that are burnt for dowry 


And on and on. Where do the twain meet? Who makes plans and makes allocations? Who oversees 
their implementation? Therein lies the rub, even if it involves only health. A class of people from 
specific social groups and who suffer from a set of Euro-American diseases such as heart attacks, 
hypertension, diabetes, obesity and so on plan for, implement, oversee and monitor health plans for a 
class of people from an entirely different social background and suffer from an entirely different set of 
illnesses such as tuberculosis, malnutrition, anaemia, typhoid, infective hepatitis, diarrhoea, dysentery, 


cholera and so on. 
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to work. At independence we had the opportunity of a 
ut what we did was to exchange one set of rule ? 

ent. The results are plain to see and reflected in the 
en without disaggregation, they are 
hat do not see, ears that do not hear 


Our health system was designed not 
community-based and peopieneam a. 
another, only the colour of the skin being citer 
health statistics that the Ministry of Health so kindly provides. - 
deplorable. But as the saying goes, our decision-makers have eyes 


and minds that refuse to acknowledge the obvious. 


ve. newer threats in the form of globalisation loom large 


Along with our traditional burdens stated abo ie health and athens Hoalenvices, inefficient as they 


along with privatization etc., further putting p : 
are, beyond access to the vast majority of people who need them. 
What is more surprising is not the absolute number of poor Indians but the disparity that exists 
between the haves and the have-nots. 


Table I Estimated per capita GNP in US$ of the poorest 20% and the richest 10% in 
ee Solth Asia (eee eee 

Country National Average Poorest 20% Richest 10% Ratio between 
Rich and poor 

Bangladesh 210 69 490 1:7 

India 380 90 910 1:10 

Pakistan 400 138 840 1:6.8 

Sri Lanka 470 139 1160 1:84 


As an aside, it should be mentioned here that 30 million Americans, 25% of the country’s work force, 
don’t earn enough to stay out of poverty./73) It is also reported that more than 50 million Americans, 
one in five, do not have health cover so that they end up as emergency cases. 


In The World 


In the last 25 years considerable gains in the health status have been achieved worldwide. Globally life 
ee 8s increased fname omens inthe 50’s.to approximately 65 years in 1995.74) Total 
number of young children dying has been restricted to approximately 12 million instead of the 
projected 17.5 million. (75) Disaggregation of these data unfortunately reveals that the gap in mortality 
rates between and within countries has widened considerably. Further, in a number of countries IMR 
actually increased in the 1990’s largely due to SAP, the impact of HIV/AIDS, wars and unrest (16) 


There has been, like in India, a resurgence and spread of older communicable diseases such as cholera 
tuberculosis, ‘malaria, yellow fever, trypansomiasis, dengue etc., while HIV/AIDS threatens this 
century’s health gains in developing countries, many of which are also experiencing a double disease 
burden with cardio-vascular diseases, cancers, diabetes and other chronic conditions and violent 
trauma replacing communicable diseases is some social groups.(/7) 


There has been some progress in improving access to water 
differences continue to exist between and within countries 
immunization coverage, from 20% in 1980 to 80% in 1990 has 


supply and Sanitation, although great 
and social groups.7s) Much greater 
been reported. That a great number of 
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these 
children so protected will subsequently die of malnutrition is of grave concern. Even 


immunization neta 
coverage has declined since 1999, with difficult to reach, poor populations experiencing 


the burden of preventable disease: 
; the reappearan bas 
result of vaccine shortage and less pp ce of diphtheria in the newly independent states as a 


than 50% coverage of id i 
ae = pregnant women with tetanus toxoid is of 
concern.(2/) The nutrition situation remains serious with almost 200 million young children being 


malnourished and almost ili ea : . 
protein. (20) st a billion people receiving less than their basic requirements of energy and 


a oe infection and diarrhoeal diseases are still widely prevalent and the leading causes of 
eath of children under five globally, mainly as a result of minimally improved environmental hygiene 


and persistent malnutrition.22) Maternal mortality and morbidity from largely preventable causes 
remains unacceptably high. 


Table II Maternal Mortality Rate (23) 


Countries MMR per 100,000 Ibs. Number of Member states studied 
Developing countries 421 113 
Least Developed countries q27 37 
Eastern Europe 4] 8 
Developed Countries 34 25 


Tuberculosis is not only a threat to India’s health. It affects other developing countries also causing 
25% of avoidable adult deaths worldwide with 95% of the cases in developing countries. 


One of the main obstacles to improved health status has been the deplorable state of health systems in 
developing countries including in India. Health systems do not mean more buildings, personnel and 
infrastructure, which for example India, has plenty of. To use a current analogy, hardware is less 
important than software — what is needed is the spirit behind PHC that Alma Ata specifically called 
for. Health systems development also has been hampered greatly by austerity measures such as 
reduction and withdrawal of subsidies dictated by the fiscal policies of IMF/WB. As Sanders notes, 
one of the significant impediments to the successful implementation of PHC has been the substantial 
failure of medical colleges, to adapt their missions and activities to the challenges posed by Health for 
All. Where does this challenge leave our own institutions? Or are we merrily continuing with our 


business-as-usual approach? 


Why Alma Ata Failed 


Alma Ata was remarkably ahead of its time when it spoke of a comprehensive and progressive 
approach called PHC with an inclusive, equity oriented, participatory strategy since called “att 
centered development” .(24) As the Declaration states: the purpose of development is to aig people 
to lead economically productive and socially satisfying lives (Article V). This A anes 
structural change, a systemic overhaul in favour of the poor, in favour of those most in see whic : 
ruling classes in most , if not all, countries were not about to allow. The Conference :tse ee e : 
opposition to this revolutionary approach and warmed: “It can be seen that the proper application o 


ences, not only throughout the health sector but also for other 


reaching consequ eriks 
pee pak 3: ine at the community Jevel. Moreover, it will greatly influence community 


organisation in general. Resistance to such change is only to be expected”. 
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ithi ions simply not 

Quite simply stated, the ruling power structures in the world pinnae y 

willing to accept this and thus the deliberate scuttling of PHC. . . : weer seins 80 

enough, in fact in 1979 itself, when ‘experts’ at Johns Hopkins ‘i deny 

advocating ‘selective PHC’ claiming on PHC was a Ri enpieari ier pre 
nations to handle. Therefore, instead the community- ‘ “OF : 

ioni lting in separate programs for 

gave way to a top-down, reductionist, technological approach resu oe eee 
spects of PHC such as immunization, MCH, oral rehydration etc., with, as 

te viswalle no scientific data to support its implementation.(25), people once icone ta 

recipients of pre-fabricated, market-driven, techno-centric, and scientifically canna en ae 

imposed by international agencies. People’s participation became the first casualty tha 


significantly to the failure of PHC. 


The second biggest obstacle was the structural adjustment programs (SAP) introduced by IMF and 
WB in the early 1980’s. The dominant models of development that liberated countries chose were 
patently inappropriate (Remember Nehru waxing eloquent on the steel factories being the temples of 
modern India?) and created a dependency on western ideas, western technology, and even western 
food (Remember PL 480 and the millions of tons of wheat that an entire generation of Indians grew up 


on?), not to speak of western money. 


By the early 80’s most of the southern countries were deeply in debt to western banks and 
governments and were ripe for intervention in the name of SAP.(27) The draconian policies of IMF/WB 
under SAP resulted in the net transfer of US$178 billion to the west between 1984 and 1990 from poor 
developing countries to commercial banks in the north23) The transfer was so outrageous that a 
former World Bank executive described it as follows: “not since the conquistadores plundered Latin 
America, has the world experienced a flow in the direction we see today”.(29) Galbraith described the 
debt crisis as “an astounding process of impoverishment of the poor for the sake of enrichment of the 
rich (Quoted in (27) above). 


Reduction of public spending especially in public health, public distribution systems and in education 
had devastating effects, as already cited by Sanders above (22). Increase in IMR, MMR,and 
malnutrition rates right from Latin America to sub-Saharan Africa to Orissa in India is well 
documented, not to speak of the loss of sovereignty that made it impossible for Parliaments to enact 
laws in favour of their own citizens. | 


Privatisation of health services, charging of user fees, patent laws to protect western pharmaceutical 
companies and the General Agreement on Trades in Services (GATS) which may make it easy for the 
eventual take over of health services by foreign health maintenance corporations — all these have made 
posed or will shortly make even the most basic of health services inaccessible to those who most 
need it. 


Health as a Commodity 


In January 2000, the Director General of WHO established the Commission on Macroeconomics and 
Health (CMH) to assess the place of health in global economic development. It is well to quote the 
fountainhead himself, Jeffrey Sachs in full; “Although health is widely understood to be both a central 
goal and an important outcome of development, the importance of investing in health to promote 
economic development has been much less appreciated”. Therefore, investing in health for economic 
development, especially in the world’s poorest countries has become a prime strategy.30) Consider the 
paradigm shift in the way health is viewed. People and their health as the centrality at Alma Ata to 


investing in them so that they become economically productive i 
fe € in order to further 3 
liberal economic policies. Strengthen neo 
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bis pte oih the result of the active involvement of the World Bank in health matters that started in 
ba S when the Bank discovered that poor health reduces worker productivity, thus 


impeding economic growth of big industry.(3/ 
.31) By the late 90’s the World B 
health sector three times as much as the entire WHO budget. oe 


The Corporatisation of Global Governance 


When David Korten wrote “When Corporations Rule the World” he could not have foreseen how 
intensively and how soon this would become a reality. The presence of trans-national corporations in 
trade agreement meetings have been widespread and significant even since the Uruguay Round. They 
have played a crucial role in shaping international policies, not merely restricted to trade alone. 
Consider what happened to the Kyoto Protocol on Environment or the Doha Process. Their influence 


can be seen in the measures demanded by IMF/WB and the Western nations in SAP and after. These 
include: 


e Cutbacks in government spending/subsidies to social sectors such as health and education 


e Successive devaluation of local currencies in the name of achieving export efficiency while 
retail prices go up 


e Rollback or containment of wages, retrenchment of workers 
e Deregulation of the economy, free entry of foreign operators 
e Elimination of protection to local markets 

e Liberalization of trade, reduction of tariffs 

e Removal of trade and exchange controls 


e Abolition of price controls 


Compare this with Alma Ata’s call for economic and sociai development based on a New International 
Economic Order that is basic to the fullest attainment of health? (Article III) 


Globalization of Poverty 


Ardent advocates of growth-oriented development often refuse to look at history. The Human 
Development Report 1996 states: Recent decades show all too clearly that there is no automatic link 
between growth and development.(33). Globally economic growth is declining in about 100 countries 
with almost a third of the world’s population. Between 1990-1993 the average income fell by 20% or 


more in 21 countries. 
d 1985 the global GDP increased by 40% but the number of poor increased by 17%. 


8% of the world’s population but account for 78% of the GDP. The ratios of 
1:30 in 1963 but in 1993, it was 1:60. 


Between 1979 an 


OECD countries contain 2 
the incomes of the poorest to the richest in the world was 


Roadmap for the Future 
To use a currently fashionable phrase, though it hasn’t worked much in Palestine, is there a roadmap 
for the future of public health? 


d has enough for everyone’s need but not for every one’s greed. A 
of the tobacco and arms industries alone can provide clean water, 
e who needs it. Do we see this happening? 


To quote Mahatma Gandhi, the worl 
small fraction of the annual profits 
food and basin health services to everyon 


t 
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Political Will 
Article VIII of the Declaration calls for not just political We of i — . Fotis 
in spiri it ill of the people throug 
PHC but goes beyond in spirit to call for political will 0 
ea il Making local governing structures including primary health centres be ir to 
local communities through participatory grassroots democratic movements * one . - or an 
alternative. There are growing movements across the globe that promote people s struggle for equity. 
| ds to solidarity building (Seattle, Genoa, Geneva, 


In this age of information, sharing of information lea 
Evian, Cancun — can we ever forget the picture of a man stabbing himself in protest in Cancun’). 


Some of the other hopeful initiatives are: 


e Watchdog bodies that monitor the activities of trans-nationals (eg., Multinational Monitor) 


Voluntary groups that spread information, build up public awareness and support such as 
Oxfam 

Groups that monitor policies, dialogue with policy makers such as in WHO (People’s Health 
Movement) 


e Building public opinion against big business, oil cartels, arms merchants, tobacco industry 


e Lobbying national and international policy makers 


e Bringing all sorts of concerned people together and raising public awareness like in the World 
Social Forum, Asian Social Forum, People’s Health Assembly 


e Building effective, broad based coalitions such as the People’s Health Movement 


In Conclusion: 


In the history of human kind people’s rights have never been handed over voluntarily by ruling 
structures, they have to be taken. This can only happen through solidarity building on a geographically 
significant scale which is now possible through the use of information technology. There are enough 
people’s initiatives going on which give hope that indeed another world is possible and perhaps Health 
for All by 2020. 
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Alma Ata Frustrations: 
Birth of People’s Health Charter — How we work in Bangladesh 


arter was translated into practice: Today, children go to school, fish in 


Renetetesh's People’s Heal OF strate that PHC is in the hands of the community. 


ponds, the houses are clean, ... 22 indicators demon 
A.H.M. Nouman, Chairperson, PHM Bangladesh Circle, Secretary General, DORP 


e-mail: dorpco@bangla.net 


Peoples Health Movement —PHM is an integral part of work to build a new society with justice and 


equity to prove into reality - to see “Another World is possible”. 


The Vision of Alma Ata declaration adopted in 1978 to ensure “Health for All” by 2000 is displaying 
a dismal picture after 22 years of declaration. The objectives remain a far cry. 


i irati disappointments and frustrations. 
It is thus reciprocally, aspirations of Alma Ata turned into 
Experiences of failures led to give birth of People’s Health Charter (PHC) through successful 
accomplishment of People’s Health Assembly (PHA) at GK Savar, Dhaka during last December 2000 
participated by the world leaders and activists of more than 2000 delegates from 93 countries across 


the continents. 
The PHA charter adopted during the Assembly at Dhaka was a significant milestone in health 
movement and challenge against the traditional prescriptions of the world health policy dictators with 


proper direction to generate alternative: health movement in the age of globalizations perpetuated by 
IMF and World Bank backed multinational and trans-national corporations. 


Health in Bangladesh: 


In general health situation in Bangladesh is not satisfactory due to various causes, includeing lack of 
skilled persons using health related instruments, unhealthy environment of hospitals and other 
institutions, lack of access to water and electricity facilities, lack of accountability, lack of financial 
resources and overall poor management system. 


In Bangladesh very meager proportion of budget is being allocated in health sector. Total of 3% of 
budget has been allocated in health sector which is only US$3.6 per person (Health Policy 2000). 


Salient features of health status in Bangladesh! 


e In the lowest administrative unites: out of 4,470 unions 3275 unions have health and family 
welfare center. 


¢ Number of upazila health complex is 463 


¢ For around 130 million population, the number of registered doctors 27,546 and number of 
registered nurses 15,804. 


e Means, | registered Doctor for 4719 population and 1 registered nurse for 8226 populations. 
¢ Total no. of hospital beds is 40,773 and among which 29,402 are in government hospitals. 


¢ Total government Medical College are 13 and total non-governmental Medical College are 
also 13. 


Ee 
" This section is based on the National Health Policy 2000, Bangladesh 
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e According to National Health Policy 2000 
society by public health development. 
There are 15 important objectives of the National Health Policy. 


e To achieve these (15) objectives 10 
identified 


-basic treatment provide to all class of people in the 


policy principles and 32 policy strategies have been 


Poverty Reduction & Health: 


Poverty Alleviation/Reduction is the principal concern of development effort. This has been 
recognized through out the world by the Government and development organisations. 


Poor countries and poor people within countries suffer from a multiplicity of deprivations, which 
translate into levels of ill health. Poor people are caught in a vicious circle—their poverty breeds’ ill 
health; and this, in turn, conspires to keep them poor. 


Poor countries tend to have worse health outcomes than richer countries. What is less well known, but 
should come as no surprise, is that within countries poor people have worse health than better-off 
people. As ill health is linked to poverty, so better health can be an engine for prosperity. 


Ill Health — Good Health Bangladesh Scenario 


Linkage between ill health and poverty, and good health and economic growth, are now firmly 
established. But what is required is not the recognition of health in the Poverty Reduction Strategy 
alone but specific reflection of this in their strategies where improved health outcomes must be 
acknowledged as central to the achievements of poverty reduction objectives. 


In the last decade Bangladesh has achieved some significant improvement in some areas of human 
development as well as in the growth rate but its rate of poverty reduction has remained miserably 
low. Almost 50% of the population still remains poor. As per head count ratio of poverty reduction 
only by 1% per year shows the very slow progress in this respect. 


Seven Successful field of Bangladesh: (Source: I-PRSP document of Bangladesh, Consultation with 
people & civil society, August 2002) 


1. There are some development 
poor. 
Opportunity of education and health services are extended some extent to the poor. 


s in the area of food security and crucial income for the hard core 


2 

3. Labor wage increased in the rural area. 

4. Non institutional money lending decreased. 
5 

6 


Foreign remittance increased. | 
Employment opportunity in the sub sector other than crops like fish culture, poultry Small 
has been increased in the rural area. 


business, services etc 
r increased in the rural area. 


7. Role of women as small entrepreneu 


Sixteen Failures a. 
1. Law and order situation is highly deteriorating. 


Insecurity among socially weak and vulnerable 


z 
3. Increased the influence of Muscleman. | | | 
4. No accountability among administration especially among law enforcing agencies. 


group and poor increased. 


www.ngo-forum-health.ch page 35 


vat in informal 
Dropped out youth from secondary and higher secondary education are involved 


sector and getting political patronization 
Poor are disorganized and un-conscious. 


: t. 

_ Uncountable and low effective local governmen ae 

8. Quality of Health Services in the district, Upazila and union level se ‘a rate 
" doctor’s absenteeism, inadequate nursing services, poor quality of p ae sis Be whee etc 
diagnostic facility, over crowding, lack of maintenance, unclean, and unhygienic P 


9 various division of education between the reach and the poor. » F 
10. Low quality of services other than education and health like water, electricity, roads etc. 


wa 


11. Quality of Agriculture Extension Service is also very poor. | 

Lack of coordination between Non Government Organisations (NGO's), Community Based 

Organisation (CBOs) and Government offices. | | 

13. Increasing trend of imbalance development in the urban and rural area and also in some region of 
the country widening gaps between infrastructural advanced and disadvantaged areas. 


14. Conflicting polarization in the political arena. | 
15. The group of poor loan recipient of micro credit does not have any effective federated body 


represented by the groups. 
16. No participation of poor people in formation of policy framework in different level. 


Recommendation of WHO 


Referring important conclusion and recommendation of WHO submission to World Bank (WB) and 
IMF review of PRSP’s by Department of Health and Development, December 2001 noted as: 


2 aa ae ’The links between ill health and poverty and good health and economic growth, 
are now firmly established. 


“As very little work has been done in this area, a synthesis of good practice which provides 
broad guidance on a strategic approach to improving the health of the poor could be 
developed.” 


2 POR “A huge gap remains between the resources needed to finance a minimum set of 
health interventions and the infrastructure needed for these to reach the poor, and the 
resources available. Donors, governments and the International F inancial Institutions 
must work together to bridge this gap.” 


Uiedesaee “There is growing international consensus on what needs to be done to create a 
health strategy for poverty reduction. This needs to be adopted and integrated into future 
PRSPs and other poverty reduction strategies. There are also significant gaps, which need 
to be filled. WHO is ready to Support capacity building, both within countries and 


international institutions to ensure that poverty reduction process reflect the complexity of 
the new health agenda?” 
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Translating Community Based Experience to National policies: 


Action on Health: A Bottom-up Approach 


Devel izati 
S| Sealey the Rural Poor (DORP) as an NGO is working with the rural poor of 
1eid of poverty reduction which includes environment, primary health care 


human rights, local governm 
, ent strengthen ? 
women folk since its birth. gthening, people’s health movement and empowerment of 


Model Health village: How People look at 


hing ic cm ae raphe Pit program namely Model Health village with 22 agenda 
ain theme of the program is to adopt i 
health in the heart to achieve the following determinant inte Pie dees) 


West Chapachari Health Vill . . 
(A Pilot =a illage, Banshkhali, Chittagong 


SI. Activities/Agenda Responsibilities 


Self Govt./ Joint venture 
External (Local Govt. & 
Assistance communi. 


| 8 


he Participation of all to keep everybody’s home neat and clean. 
| 


: Maintain health card and health Insurance. 


HE 


Adapting 6 agendas of primary healthcare: Polio, Hopping 
cough, DPT, TB, Measles through proper vaccinations and 
preventive measures. 


5. Access to safe drinking water. 


Population control and planned family. 


4 Nutrition balanced Agro- farming and food habits. 


Safe motherhood and reduce child mortality rate. 


Fruits, herbal and medicinal plants at all homestead/ yard. 


10 All children above 5 years are school attendants. 


Create open field, playground and recreation centre 


il. We all are literate. 


Increase use of organic fertilizers and decomposed materials 


as agro-nutrients. 


— 
N 


cs Homestead vegetable gardening. 


— 
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Responsibilities 


SL Activities/Agenda 


Joint venture 
(Local Govt. & 


Govt./ 
External 
Assistance 


Proper fish-culture at all ponds and water bodies. | rr 
has. Increase home farming, poultry and livestock. P| a | 
his Disaster preparedness by all. 


Work together through cooperation and solidarity action for 
poverty alleviation. 


Formation of village committee to solve problems by their 
own initiatives. Establish linkage with local governments, 
thana, district and national administration to tap available 


resources. 


Voting for capable and dedicated representatives for 
promotion of good governance 


Maximize utilization of internal resources v 
21. | Village planning based on available resources through vy 
baseline survey and prepare a village book. 


Health movement through Networking, PHM and PHA by 
grass root participation. 


*Out of above 22 activities, 8 (eight) by the villagers themselves, 9 (nine jointly through local 
government & community and only 5 (five) by the central govt./external Support is needed 
respectively. 


The a arises, how all these will be implemented. Who will facilitate and coordinate? Who will 
provide the resource for 5 activities even though the other 17 may be covered by the ] | 
community with the villagers' participations. 4 Pelee ga 


The villagers sharply sees that the doctors, hospitals and the trading pharmaceuticals companies are 
not at all or only the health care taker of the general mass, rather a comprehensive develo ee alike 
health village -a bottom up approach for total development of the community in we and th 

poorest in particular. These will bring freedom from hunger and wants with good 2oveane : 


The health village approach is extended at Noakhali (NRAS), Shariatpur (SKS) and Kustia (Mukti O 


Nari Unnayan Shangstha) by th ] iti “4 8 
hdl - gstha) by the real development practitioners and it is replicable elsewhere in the 


Crucial question comes how these comprehensive agenda of the village can be bridged with local 
national and international development strategies. Poverty Reduction Strategy Pa an PRS ee ‘ 
alternative prescriptions (?), could it be bridged or conflicts with top down (esti ae ee 


bottom up approach, where civil societies and pr 
, O- : tye . 
shall be the facilitator. Pro- people governments with strong political will 
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To march forward: 


In our country, the quality of services delivery by 
be weak and less effective. Of course, governm 
polythine and plying of two stroke baby 
confronted by city dwellers everyday. 
on 22 agenda, the integrated approach 
to be more effective, time saving, 


the Government machinery is traditionally found to 
rment has taken appreciable steps by banning use of 
taxi in Dhaka city. This will diminish the health hazards 
From the experience of ongoing program in the Health Village 
of service delivery to the door step of the poor people is found 
less costly and result oriented. It is possible to go ahead with 


integrated approach to deliver goods and services to th ate 
; e vast number of 
with the involvement of Civil Society Organizations. Pigs os PHN00 peppy 


Resource mobilization from internal and external sources shall be vital. Substantial amount of 
outstanding external debts may be reallocated as grants for social spending including promotion of 
comprehensive healthcare services to match and support local initiatives. It is appreciable that WHO is 
rightly marching forward with its objective to see that Health is given due importance in the PRSP. 


People’s Health Movement in Bangladesh 


Health movement in Bangladesh looks forward for networking and meaningful collaboration with 
different development partners to carry forward the ongoing effort for comprehensive development 
putting health in the heart to achieve the determinants stated earlier. It is believed that NGO Forum 
for Health through People’s Health Movement as change agent shall continue to explore the path of 
comprehensive health mechanisms and to press the concerned including IMF and WB for 
implementing People's Health Charter providing all liberties to civil forums and governments of 
country concerns for sustainable, affordable, durable and meaningful health care facilities for the 
most voiceless and excluded poor community around the world in general & Bangladesh in 
particular. 


Structure of PHM Bangladesh Circle 


© The There will be National Circle, Divisional Circle and Local circles of PHM at National, 
Divisional and Local (District to Union/Village) levels respectively. 


© Structure of the circles at all levels will be same but number of members may vary. 


e All circles will remain always open. That means, if needed, anybody can be included in any 
circle at any time, provided the person has commitment to ‘People’s Health Charter’. 


e A PHM Circle will be composed of representatives from different professional groups; issue 
based interested groups or volunteers, health institutions & other organizations of civil society 
and other interested people covering different geographical area of Bangladesh. 


issue based groups for implementing the activities of 
-based group will have 7 to 21 members, but there will 
bili bers according to the practical needs of 

h flexibility to increase or decrease the mem eed: 
pi es . ve members from different related organizations 


the activities. Issue based groups will hav ! : . 
(NGOs & Private institutions) of civil society and from different professions like Doctors, 
Nurses, Pharmacists, Lawyers, Journalists, Teachers and Labour Unions according to the 


needs of the issues. 


e There will be a number of separate 
PHM, Bangladesh. Usually each issue 


activities related to different short term and long-term 
Aids & Poverty, Women’s access to health care, 
h, Micro-Macro Finance and Health, National Health 


© The issue-based groups will implement 
health issues. (Examples of issues — 
Globalization & Health, PRSP & Healt 
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Policy & Annual Health Budget from people’s perspective, Environmental Pollution & Health 
etc.) | 
presentatives from District & Upazila Circles and there will 


e The Divisional Circle will have re ot 
e Division. 


be at least two representatives from each District under th 


nsisting of 15 to 21 members from the circle 


There will be a steering committee in each circle co 
ers during the general meetings of the Circle. 


members either be selected or be elected by the memb . Ss 
The steering committee will be formed for two years. Their main task will be to facilitate and steer 


implementation of policies and programs undertaken by the Circle and coordinate day-to-day PHM 
activities on behalf of their respective Circle. Annual Planning and budgeting will also be the 
responsibility of this committee. But all these activities should be in consistent with the policy 
decision of the National Circle and not contradictory to the People’s Health Charter. At the end the 


name’ of the issue based group 


Issue Based 
Group 


Issue Ma Ca 
Group 


Steering 
Committee 
aS Issue Based 


Mental health and Other Disability v. HIV/AIDS, Drug Addiction Fp ie ae tag 
and Nutrition vii. Women and child trafficking viii. Anti Tobacco 
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Conclusive opinions 


Grass root exercises by the beneficiaries 
bottom up practices. Health 
stakeholders. 


and their ownership in the process is important feature for 
village program is a grass root initiative, planned and implemented by 


Translating the spirit of “Health Charter” adopted in PHA Conference held at Savar, Dhaka in 
December 2000, a pilot “Health Village’ program with 22 activities has been undertaken in the village 
named West Chapachari at Banshkhali, Chittagong, was inaugurated on 29th April 2001 in 
commemoration of catastrophic night of the same day of 1991. 


In the process of Top-down practices, very little benefits are filtered down and sometimes are not 
consistent to realities. While Bottom-up practices are ideally acceptable by development practitioners, 
social scientists and researchers to reach the bottom for effective health service delivery systems. But 


very few wants to undertake delivery pain for a healthy baby which needs to work at grass root level 
for sustainability to reach to the goal. 


Implementations from theories to realities are of crucial importance. Political commitments, 
supportive environment, sharing of information, and participation of stakeholders at all stages may 
bring benefits and ensure health for all in the days to come. 
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Onward with the struggle for social change ~ 


a’ 
ee 


aR 


In the Philippines, community based health programmes 
were started in 1973 by catholic nuns, and together with 
the health sector has continued to pursue 30 years of 
commitment and service to the people 


Edelina P. de la Paz, M_D., Executive Director of Health 
Action Information Network, Member of the Council for 
Health and Development 

e-mail: bdelapaz@uplink.com.ph 


In 1978, a total of 150 member states of the World Health Organization (WHO) participated in the 
Alma Ata Conference in the Soviet Union. They declared that the main social target of the 
government and WHO by the year 2000 is the attainment of a level of health that will permit people to 
lead a socially and economically productive life. 


The Philippines was one of the signatories of this commitment. Since then, it has been promoting the 
adoption of primary health care (PHC) as its core strategy in its health programmes. From the Marcos 
administration up to the present, several projects and programs have been claimed to be implemented 
in the name of PHC. It is therefore imperative to review what really transpired through the years and 
how government action (or inaction) affected the health of the Filipino people. 


How close are we in attaining the level of health that will allow us to lead a socially and economically 
productive life? 


Beginnings 


At its inception, the health program was a reaction to existing approaches 
to health care, which did not reach the people most needing them — the 
poor especially in the rural areas. 


PHC as an approach in health programs has a long history in the Philippi 
ppines. In 1973, 30 years ago, 
Community Based Health Programs (CBHPs) emerged after several groups began to viniien i 


government’s existing health care approaches and started exploring n 
needs of the people. Ploring new ways of answering the health 


In urban areas, medical and nursing students worked with concerned health professionals to serve the 
poor in Manila. A group of Catholic sisters from different congregations belonging to the Rural 
Missionaries of the Philippines decided to work with health professionals and formed a mobile health 
team to service the most depressed rural 

fest P areas. The health team trained paramedics at the grassroots 
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—_— = rare s bring health education and services to the barrios that had long been 
Fens ee hi a. ospital-oriented, city and town centre-based government health care system. 
solutian at dhe heal “9 pes fe the barrios quickly deepened their views of a structural approach to the 
ey on problems of the people. The relationship of poverty to malnutrition and disease 
me pain Ily explicit. Later, the experiences of CBHPs were adopted by other religious 
Sie like the National Council of Churches in the Philippines (NCCP), a member of the 
r or d Council of Church (WCC), which also established its nationwide network. The Council for 
rimary Health Care (CPHC) was set up as a national non-sectarian non-governmental organization to 
promote, assist and coordinate work among groups involved in or willing to do CBHP work but who 
did not have or desire church sponsorship or support. The CPHC also helped significantly in 


awareness-raising among health professionals and mobilizing them to take an active part in 
community actions. 


Community Based — A New Approach 


Community Organizing — Key to Success 


The underlying causes of health problems in society are deeply embedded 
in the social, economic, and political structures of the society. The CBHP 
is not basically the answer to all health problems, but serves as a means to 
initiate social transformation. 


Those involved in CBHPs found out that the political, economic and cultural structures were related to 
the prevailing health situation then. This rude awakening catalysed an understanding that health 
problems would need to be solved through people’s organisations. Such organisations would address 
people’s needs and problems, as well as venues for discussions, planning, answering the needs, and 
drawing up solutions. Thus, community organizing was seen as a key factor in CBHPs and in uplifting 
the situation of the people. 


During the Time of Marcos 


Unfortunately, the development of CBHPs happened during the time of Martial Law. Advocates of 
CBHPs were tagged as subversives and were harassed by local authorities. Several programs faltered 
and dropped their organizing efforts while others held on to organizing and/or coordinating with 


people’s organisations, unmindful of the risks involved. 


gnatory to the Alma Ata Conference in 1978, the government 
les of primary health care. Suddenly, the CBHPs became 
hen initiated research and development in PHC. 


But when the Philippines became a si nate 
committed itself to the objectives and princip 
acceptable and respectable. The government t 


The growth of peoples organisation through improved 
organizing approaches 


Help build the foundation of a more relevant health system in the context 
of the people’s concerted efforts towards social transformation. 
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Per d. The government 
ide implementation of PHC starte 
Pe Se eal fond “Botika sa Barangays” and barangay health 


mushroomed throughout the country. 


However, it was only in 198 
organized Primary Health Care Committees a js 
programs bannering the slogan “Health For All 


i i icuously called MARCOS (Medical 
Other health programs launched during this period were conspic has 
peorn tain to Rural Communities and Other Sectors) and IMELDA (Integrated Medical Expedition to 
the Less Developed Areas). 


All of these claimed to promote the principles of PHC. However, the existence of acute malnutrition 


persisted among children in minority communities. 


h-needed health care among the people was not as effective as the 
government’s slogans and mottos sounded. What was evident then was the country’s foreign debt that 
reached a record high of around US$ 25 billion and the exposed ill-gotten wealth of the Marcoses. 
Both significantly dispossessed the people of their much-needed health care. 


This proved that the muc 


Despite these obstacles, CBHPs continued their work through improved organizing approaches. But it 
was not easy. Military repression was so strong such that my own brother in law, Dr. Bobby de la Paz, 
was shot and killed while rendering health services in his clinic in Samar, a poor province in central 


Philippines. 


Growth and strengthening of CBHPs 


Ill-health, poverty and oppression are inseparably linked. These are 
rooted in foreign domination, the land problem, government neglect and 
its subservience to foreign and local elites. 


Unless these problems are resolved and social structures transformed, 
CBHPs will only serve as a temporary measure to address the health 
crisis. CBHPs can be part of the lasting solution to the health crisis if 
undertaken within the framework of social transformation and as part of 
the long and arduous struggle of the people for nationhood and genuine 
democracy. 


During the Time of Aquino 


Like the Marcos dictatorship the Aquino administration continued the government’s development 
thrusts which resulted in the increase in the foreign debt burden of the Filipino people, among many 
others. The International Monetary Fund (IMF) compelled the government to allot 40% of the national 
budget for debt servicing and left only 22% for social services. This meant less government subsidies 


that continuously deprived the poor of their right to food, education, shelter and health services. 
Health, in fact, was allocated only 2% of the national budget. 


Furthermore, the “Health for All” slogan slowly vanished and PHC as a cor 

e strat 

adopted due to the Marcosian label alluded to it. See eS ae 
Overall, the Aquino government did not only neglect PHC, it also impeded CBHP initiatives with the 


formation of Citizens Armed Forces Geographical Units (CAFGUs) and oth ili 
; e ry 
harassed and even killed many health volunteers, among others. T Pera 


The intentional and demeaning influences of the government’s dole-out 
discarded what the CBHPs have carefully and patiently nurtured — 
capacity to take responsibility for their health as individuals and commu 


health programs have also 


the people’s belief that their 
nities. 
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Surviving the storm 


CBHP is committed to the people’s right to life through people’s 
empowerment. Its main preference are the organized poor, deprived, 


oppressed and exploited segments of the society. 


During the Time of Ramos 


With the election of Fidel V. Ramos as president, the future of the Filipino people became bleaker 
with the perpetuation of the neoliberal policies of liberalization, privatisation and deregulation. 


He also continued the IMF-guided Economic Stabilization Program which consisted of deep cuts in 
government expenditures, increased taxes, liberalization of trade and investment, among others. 


The implementation of the Local Government Code of 1991 transferred the responsibility of 
supervising the implementation of PHC from the national government to local government units 
(LGU). This process of devolution, however, led to the deterioration of health services particularly in 
far flung areas where services are needed most because the LGUs were not prepared and did not 
prioritise health. 


Back to community organizing 


CBHP envisions a Philippine society where poverty, powerlessness and all 
forms of oppression shall have been terminated. The health care system 
shall be redefined: Health care shall be nationalist, relevant, accessible, 
and responsive to the needs of the people. 


CBHPs shall help lay down the foundation of a health care system at the 
community level. 


During the Time of Estrada 


The Health Sector Reform Agenda (HSRA) was implemented during the short-lived term of President 
Joseph Estrada and is being continued up to the present. 


: itals: 2. local health systems; 3. public 

ks reforms in five areas: 1. government hospita : 
ith eae 4. health regulation; and 5. social health insurance. Although the HSRA seems to 
have ‘ale sinks a closer look shows that it is essentially re-structuring the health sector towards 


privatization of health services. 


as initiated during the Ramos administration when government 


ivatizi overnment hospitals w ' 
aera in early 1996 that it would privatize four specialty government hospitals based in Quezon 


iti lliance for Democracy) to privatization of state- 
apposition (led by the Health All ‘ : ation of state 
cy MOE ae ed government to conceal privatization under the name “corporatization.” This 
run hospita 
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ially fe it business that have to 
actually means transforming public hospitals into what are essentially for profit b 


compete in the open market for health care. 


During the Time of Gloria Macapagal Arroyo (GMA) 


At present, the government of GMA is pursuing the implementation of the ee a 

Agenda which is a blue print for privatisation. Government > aceite - a he sites 2 
And with a é : 

hospitals will be funded adequately by the private sector. Anq@ 5 W 

om ales to hire more staff, procure enough needed medicines and be mana eo en 

being mentioned of course is that public hospitals, once privatised, will be transformed into p 


oriented establishments. 


STAGE VII 


Onward with the struggle for social change 


CBHPs have survived and continue to thrive because they are rooted in a 
very strong and solid foundation — THE PEOPLE OF THE 
COMMUNITY who struggle unceasingly to defend their lives and rights, 
and to develop their own appropriate health programs. 


1999-2003 


This 30 year review of Community-Based Health Programs shows how they have evolved from the 
beginning as mobile paramedic training health team to actually laying the foundation for an alternative 
health care system — one which is nurtured, developed and defined by the community members 
because it is their own health program. The 30 years of CBHPs is a celebration of people’s efforts, our 
movement for social change. 


There have been errors along the way, but through recognizing and correcting these mistakes the 
CBHPs were able to improve and emerge much wiser and stronger. There are still rough roads ahead 
but the 30 years of experience promise that the CBHP movement will continue to grow as long as the 


people embrace CBHPs as their own for the purpose of significantly changing their lives, their 
community and the whole of society. 


The principles of PHC as enshrined in Alma Ata continue to be a relevant basis for our work. CBHPs 
utilizing the PHC approach and strategy will only be alive and strong if it will be a collective effort of 


communities, of NGOs who continue their struggle for social change, and of governments who will 
take on the responsibility for the people’s health 


References: 


I. Ibon Facts and Figures. Vol. 21 No. 19. October 15, 1998. Th 


e Pri ; 
Morten rimary Health Care: A Post 


2. Council for Health and Development: Onward with the Struggle for Social Change. 1998 
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Primary Health Care in West Asia 


As an avid follower of Dr. Mahler, Dr. Mohammed Ali Barzgar has 
tried to keep PHC on track in Iran, Yemen, Somalia and Pakistan 
in spite of a lot of pressure and strengthen its implementation with 
the Basic Minimum Needs programme. He hopes the PHM will 
succeed in putting the entire National and International health 
institutions back on the right track. 


Dr. Mohammed Ali Barzgar, m_barzgar@hotmail.com 


The Health Universe is only Dr Barzgar opened his session with the following quote from 

complete for those Dr Mahler: "The Health Universe is only complete for those 

who see it in a complete light, who see it in a complete light, and it remains fragmented for 

It remains fragmented for those those who see it in a fragmented light! Alma Ata provided us 

who see it in a fragmented light. | with such complete light through its Health For All Vision and 
its Primary Health Care Strategy!" 


Alma Ata provided us with such such 
complete light through its Health For 


All vision and its Primary Health Care . a ; 
Strategy! . is a whole and not divided into “aspects" and " sectors". The 


needs of the people are interrelated and are perceived as 
inseparable from each other. Specialists artificially divided the 
needs of the family and individuals into different elements based on their speciality. 


He went on to state that for communities and individuals, life 


Meeting the Basic Minimum Needs (BMN) of the people is a prerequisite of the Health For All 
through primary health care strategy envisaged at the Alma Ata Conference in 1978. Therefore, how 
can we expect the jobless bread-winner of the family, the 1.3 billion people living below the poverty 
line, the millions of illiterate mothers and the millions of homeless to be healthy? According to Dr 
Barzgar the cause of ill health is rooted in the failure of governments to provide a supporting and 
healthy environment in work places, homes, schools and public places. The existing Health Services 
System is a workshop to repair the ill health and does not promote or maintain the potential of Health. 
That is why Alma-Ata with its “Nobel Strategy of Health For All” came through: 


Philosophy: | Equity and Social Justice 
Strategy: Based on Local needs 


Priority: The poorest of the poor and vulnerable 


He stressed that a new vision of development is needed, one 
that allows people’s initiatives and participation. He described 
this vision as a bottom-up planning and integrated approach 
versus a top-down planning approach. This vision implies 
community involvement, inter-sectoral collaboration and 
decentralization. People have to be the actors/implementers of 
development and not mere recipients, whereas government 
officials have to be the facilitators. Additionally, the health 
goals have to be understood as people’s goal. The development 
has to be indigenous. He then pointed out the different roots of 
ention strategy. This includes improved income and 
el, functional literacy campaigns especially for women, 
ectoral collaboration, strengthening small industries, 
| areas, increased awareness of people and healthy 


The new vision of development: 


e Allow people’s initiatives & participation; 

e Bottom-up planning and integrated 
approach with community involvement; 

« Intersectoral collaboration and 
decentralization versus a top-down 
planning approach. 


People have to be the actors, implementers 
of development, not mere recipients, 
whereas government officials have to be 


the facilitators. 
ill health and their corresponding interv 
employment opportunities at grass- root lev 
strengthening educational sectors through inters 
intersectoral micro project development in rura 


cities and villages. 


www.ngo-forum-health.ch page 47 


The characteristics of PHC are: | | - 
e Encompass entire population on basis of equality and responsibility 


Include all components of health and health related sectors 
PHC should be delivered at the first point of contact 


Other levels should support PHC ; ait 
An intermediate level with more skilled and highly trained staff 1s needed for supervision, 


training and support 
© Central level should co-ordinate all parts of the system 


Common misconceptions about PHC: 
e PHC is only community health care 
e PHC is the first level of contact 
e PHC is only for poor 
e PHC isa core set of health services 
e PHC is only for rural area 
e PHC Is cheap, it is not cheap but it is cost effective 


The areas of concern for health: 

Situation analysis 

Development of health services systems based on PHC 

Health manpower development policy and re-orientation towards PHC 

Decentralisation policy, integrated approach, strengthening managerial skill and information 
system 

e Community empowerment and involvement 

e Inter-sectoral collaboration 

e Use of appropriate technology and rationalisation of drug use 


Dr. Barzgar concluded that health can not be attained by health services alone, and be delivered by 
health personnel for the people. While health is something people should do, not get it, and health of 
the people should be in people's hand. (Community Involvement in health planning, implementation 
and evaluation). 


Health Services System should be part and parcel of overall socio-economic system of the country, in 
which meeting the basic minimum needs of the people be targeted with full involvement of the 
community. (Intersectorial Collaboration). 


The above mentioned conclusion is based on Dr. Barzgar’s PHC experience in Iran which he has 
initiated at the field level since 1971, and Basic Minimum Needs (BMNs), which he initiated in 1987 
in Somalia and in 1994 in Pakistan, where with an allocation of about $500,000,000.00 became a part 
of National Health Policy of the country, and nowadays is practising in two districts of his home 
country in Iran. 


a he mentioned that he did not invent the BMNs concept, but has learned from Thai BMNs 
methodology and adapted it in Somalia and Pakistan, with the su 

: pport of the government concerned 
and the full support of WHO/EMRO and its Regional Director, Dr.H.A. Gest. 


In Iran, he is practising with the support of the Government and the Governor General of Mazenderan 
Province. The above-mentioned Governments and personality supported, but the main players and 
actors were the people, the owners of the Programme. 


Dr Barzgar’s key underlying message was that PHC should enc . . 
ompass the ent 
should be a transformation process with the people and not for the none fare Pop aa 
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25th Anniversary Meeting in Almaty 
(previously known as Alma Ata), MAY 7-8, 2003 


Possibly, we do not appreciate the Alma Ata declaration because we are too close. If you stand at the bottom 


of a mountain, you cannot see its beauty. The 25" anni : 
: : niversary was celeb MES 
the World Council of Churches ry ebrated in Almaty on the initiative of 


Natalia Cebotarenco, PhD , Chairman of DrugInfo Moldova 
e-mail: office@drugs.mldnet.com 


Dear colleagues, 


Warm greetings to all of you on behalf of participants of Almaty — 
meeting that was held in the beginning of May this year by the initiative 
of World Council of Churches. The main purpose of this meeting was to 
mark the 25th anniversary of historical Alma-Ata Declaration and 
: “ appreciate the role and input of people who organized the conference in 
1978, to discuss lessons learned from the past. One of the important outputs of this meeting was the 
strengthening of the network among those involved in primary health care. In the meeting took part 
government representatives, policy makers, participants of Alma-Ata meeting in 1978, international 
organization officials; primary health practitioners, Eurasia Drug Information Network members, 
members of NGOs and consumers’ organizations, members of health professionals associations; 
academics, journalists, representatives of the religious groups. 


“If you are at the foot of a mountain you cannot see the beauty of that mountain” - this expression told 
by Dr.Rahipbekov T.K. former Minister of Health of Kazakhstan was the key message of all meeting. 


i ttte T-Ghariaahiee It should be acknowledged that both conferences as in 1978 as 

das Whiniciey of FEE well as the meeting in 2003 — were conducted successfully 
of Kazakhstan republic in 1978 thanks to personal participation of Academic Taregeldi 
Sharmanov, being the minister of Health of Kazakhstan in 
1978. In spite of his wife’s serious illness, Academic 
T.Sharmanov participated in the meeting in May 2003 and 
worked actively on the Resolution N. 27 to 56" World Health 


Assembly. 


Historical overview of Alma Ata Conference 1978 year was 
made at the opening session. Participants noted with regret that 
nowadays there are no lectures about Alma-Ata Conference 
and Alma Ata Declaration in the Medical University and 
medical college in NIS countries. Rector of Kazakhstan 
Medical University mentioned that every student should know 
the historical role of Alma Ata Declaration, especially now 
when the health cares system has lost its main principle - the 
Accessibility of health care services to all people. 


Political changes in the in 1990’s in NIS have pushed newborn 
countries into market capitalism. New policies that favour 
ted to the collapse of old health system and hastened the impoverishment 


Alma Ata 1978 


market reforms has contribu 
of society in all countries of NIS. 
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The Soviet health system relied on the production of vast 
=| numbers of specialists and multiple, redundant specialist 
: facilities rather than units in general hospitals and broadly 
| trained physicians and nurses working at the community level. 
Economically not efficient health care system, big policlinics, a 
lot of extra-specialized departments had remained. 


Alma Ata 1978 
Almaty 2003 


The health care system that the Newly Independent States 
inherited from the Soviet era is badly adapted to the current 
environment of reduced funding continued expectation of free 
d emergence of health problems that require sustained attention and 


services, and the resurgence an 
resources. 


Actually there is a lack of permanence in policy continuity. The 


—Since Soviet System collapsed in NIS countries, reform of the public health system has been inconsistent because 
socioeconomic environment got considerably worse O f st aff chan ges in the Ministry of Health that came with the 


and led to the decrease of demographic profiles. 


~Health care system has major financial constraints. | country’s new leadership. In the past twelve years, six- eight 
“Hlth cu ycton biz voliclinie slotorexte. | Ministers of Health have served in each country. Every new 


health care system, big policlinics, a lot of extra- 


specialized departments had remained. Fo " nd the ke staffs. 
—The principles of Primary Health Care are forgotten Minister has changed the p olicy a _ 


practically in NIS countries _ . 
Berroa 9 eo “| Ags a result socio-economical environment in NIS countries got 
peaple} considerably worse and led to the decrease of demographic 
profiles. Infant mortality is higher and life expectancy lower than 
before independence, particularly for men. Health care system got financial constraint’s impact as 


well. 


The situation in NIS after Alma Ata conference 


Reduced budgetary allocations to the health care sector have worsened major health care indicators. 


But it should be mentioned that all public-related sectors - health, education and social welfare - are 
chronically under-funded. Current funding is less than half of that required in majority NIS countries, 
with finances not allocated according to needs. The quality of services is decreasing continuously. 


Primary health care services for children and mothers are increasingly lacking in a number of areas. 


The immunization mainly got the priority in many NIS countries. The success of immunization rates 
in contributing to the maintenance of current levels of child morbidity and mortality has not been 
mirrored in other areas of primary health care. Maternal reproductive health standards are generally 
poor, and often pose threats to the survival of both mother and child. Poor nutrition in majority of rural 
areas of NIS countries is rendering large numbers of children vulnerable to micronutrient deficiencies 
and the threat of malnutrition. Poor dietary habits are common, resulting in excessive calorie intake 


and deficiencies in micronutrients and calcium. Many women and children, particularly infants, suffer 
from high levels of anaemia. 


The reforms in NIS have had an extremely negative effect on ee ee eee oy 
access to health care services, particularly at the community Ni eeeates ats 

level. The weak community-level health system has been last to | procace® Rot involved in the primary health care 

receive financial support. For example in Kazakhstan 1200 ~ Population are not involved in primary health care 


we ; : : — The reform of the public health system has b 
communities were remained out of primary medical care (more inconsistent because af Wet changea i the Ministry 


than Imilion of people). Majority of population in NIS ae 


, ; — In the past 12 6-8 Mini 
countries must pay out-of-pocket for virtually all health wi 


services. ~ There is no real collaboration between Ministers of 
Health and Non governmental organizations 
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The reform in the development of the family medicine in NIS countries was started in the mid-90s. As 


well as others reforms this initiative has faced ma : 
- ny obstacl .W 
the Ministry of Health, was chan y obstacles and barriers. With change of the staff of 


; ! mar cas ged the vector of reform in family medicine in many NIS countries. 
z example, the discipline Family medicine” has a political support from the government in 
Moldova and Armenia, but the development of this discipline is very problematic in Kazakhstan. 


In spite of the fact that medicines are alone not sufficient to provide adequate health care, they do play 
an important role in protecting, maintaining and restoring health. In recent decades, governments in 
NIS countries faced great difficulties in access of essential drugs to public health care system. Prior to 
90s, the provision and distribution of all medicines in Soviet Union were centralized. The 
administrative management system and the centralized distribution of medicines that were in place 
with the soviet medical system have disappeared with the introduction of alternative economic 
management. With the introduction of the free market in 1991, pharmaceutical distribution has 
become decentralized, and many distributors with little professional experience have appeared. The 
situation till recently was similar in all NIS countries- Uncontrolled market expenses, including 
increased availability of imported drugs, rising prices, margins and profits, uncontrolled sale of drugs. 
But this chaos must be stopped by the opinion of Almaty meeting’s participants. Taking into 
consideration the Alma Ata Declaration, Governments of all NIS countries should ensure that all 
people, wherever they may be — in big city or in small village — are able to obtain the medicines they 
need at a price that they can afford, that these medicines are safe, effective and of good quality. 


Large-scale prevention efforts are urgently needed to improve primary health care at the 
country level with the support of WHO and international civil health society. 
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Response to International Conference on P 
1978: 25th anniversary, from participants 0 
Almaty, May 7-8, 2003 held by the initiative 0 


Alamty (May 2003) meeting participants 
REQUEST Member States 


1. To renew commitment to the principles of primary 


health care listed in the Declaration of Alma-Ata 

2. To ensure that development of primary health care is 
adequately resourced; 

3. To initiate and engage in activities leading to long- 
term improvements of human resource capability for 
primary health care; 

4. To enhance the potential of primary health care to 
tackle the rising burden of chronic conditions through 
health promotion, illness prevention, and disease 
management; and to improve nutrition and the 
ecological environment; 


5. To ensure access to essential medicines and 
their rational use. 

6. To integrate medical and social assistance to 
the most vulnerable groups. 

7. To support the active involvement of local 
communities, voluntary groups, and non 
governmental organizations in primary health 
care; 

8. To support research in order to identify 
effective methods for strengthening primary 
health care and linking it to overall 

improvement of the health system. 


rimary Health Care, Alma Ata 
f the international meeting in 
f World Council of Churches 


Since Soviet System collapsed in NIS countries, socioeconomic 
environment got considerably worse and led to the decrease of 
demographic profiles. Health care system has major financial 
constraints. An inherited economy, which is not efficient in the 
health care system, big policlinics, a lot of extra-specialized 
departments had remained. The principles of Primary Health 
Care are practically forgotten in NIS countries. For example in 
Kazakhstan 1200 communities have remained out of primary 
medical care (more than 1 million of people). The majority of 


| pensioners, children, disabled people as well as TB and 


HIVAIDS patients remain without PHC and essential medicines 
in all NIS countries now. 


Nurses are limited involved in the primary health care 
programs. Population is not involved in primary health care. 
The reform of the public health system has been inconsistent 
because of staff changes in the Ministry of Health. In the past 
12 years 6-8 Ministers of Health have served in each country of 
New Independent States. There is no real collaboration between 
Ministers of Health and Non-governmental organizations. 


Participants of Almaty, May 2003 suggest to add following points in the 


Resolution A56/27: 


e to renew commitment to the principles of primary health care listed in the Declaration of Alma- 


Ata; 


e to initiate and engage in activities leading to long-term improvements of human resource 
capability for primary health care; 


e to enhance the potential of primary health care to tackle the rising burden of chronic conditions 
through health promotion, illness prevention, and disease management; and to improve nutrition 


and the ecological environment; 


¢ — to ensure access to essential medicines and their rational use; 


* — to integrate medical and social assistance to the most vulnerable groups; 


¢ — to support the active involvement of local communiti 
eae nities, voluntary groups, an 
organizations in primary health care. ry groups, and non governmental 
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Role of Faith-Based Communities in the Primary 


Health Care Movement 


Dr. Patricia Nickson brought the cruel reality of the her experience in the Congo to 


the symposium. 


Patricia Nickson - Institute Pan Africain de la Santé communautaire (DRC) / 


Liverpool School of Tropical Medicine 
e-mail : patricia@pnickson.fslife.co.uk 


THE CHRISTIAN MEDICAL COMMISSION 
(CMC) of WCC, formed in 1998 to research and 
coordinate appropriate appraoches to health care 


Results of Research 

«Provided 40 - 60% of health care 
295% activities curative 
2«Programmes were not cost effective 


«Location of the units determined by proximity 
to churches rather than the needs of the people 


«@ Seldom included in Government planning 


The young CMC was born out of a long history of Christian 
involvement in health care. For over a hundred years, WCC 
member churches throughout the world had provided medical 
care through more than 1,200 hospitals. 


Results undertaken: 


Churches contributed considerably to the provision of medical 
care in many developing countries, but this was not necessarily 


accessible to those who most needed it and was based on the Western models of medical care. The 
churches were not always good at collaborating with Governments and so their work was seldom 
included in National health planning. Nevertheless, there were some exceptional programmes, which 
were frequently held up as examples of programmes of best practice in primary health care. 


CMC’s role in the PHC process 


2 Studies done by WHO (1973-75) used a number of 
CMC members’ successful programmes 

» 1974: Dr Hafdan Mahler established a joint 
committee with CMC to explore cooperation in 
maters “of mutual concern” 

@ Regular meetings between WHO and CMC 
contributed to formulation of the principles of 
Primary Health Care 

se “CONTACT” became a tool for change 

*@ PHC strengthened by overall improvement of the health 

system of church-related programmes 


Post Alma Ata 


In 1974, Dr Hafdan Mahler, then Director General of the World 
Health Organisation, established a joint committee with CMC 
to explore cooperation in mattes “of mutual concern” ‘These 
meetings led to WHO’s formulation of the principles of 
Primary Health Care. 


Studies done by Djukanavic and Mach (Alternative strategies 
for Health, 1975), and Ken Newell (Health by the People, 1975) 
used many faith based health programmes as examples of good 
practice in meeting the needs of the people. 


The CMC journal “CONTACT ” was used as a tool for change 
PHC strengthened by overall improvemen 
Church health coordinating agencies encou 
Health, Healing and Wholeness studies circu 
The Ecumenical Pharmaceutical Network 


t of the health system of church-related programmes 
raged and supported active community involvement 
lated to promote a wholistic approach 

launched to promote a rational use of essential drugs, a 


key player in the Peoples’ Health Movement 
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IPASC grew out of experiences with CMC when church- 


ially in Francophone Africa clearly 

OF WCC’ related programmes, expecla 
CONTRIBUTION TO PHC lacked many of the principles and elements of PHC. IPASC, 
established in Nyankunde (DRC) in 1992 was designed to 
correct the inadequacies with the Objective of improving the 


quality of health care through a community determined 


approach. 


Institut Panafricain de 


Santé Communautaire 
Dem Rep of Congo 
and Cote d'Ivoire Within a few years the Government adopted the courses and 
IPASC was given licence to train from diploma up to doctoral 
grees. All programmes incorporated innovated approaches, 
f health (primary veterinary care, appropriate 
lies, peace and reconciliation ete. 


level and to award State Diplomas and de - 
with the curriculum built on the local definition o 
agriculture leading to better nutrition, protection of water supp 


Lessons learned after 10 years of experience in a 
war torn and severely resource poor country: 


Lessons learned 

%* Health and health and development priorities and 
strategies must be defined by the local community 

| Vertical programmes fracture attempts to strengthen 
health infrastructure 

2 More than lip-service must be paid to intersectoral 
collaboration 

| za Reduction in maternal mortality depends more on 

giving knowledge to pregnant women and supporting | 

trained midwives than training a larger number of 


e Health and health and development priorities and strategies 
must be defined by the local community 
e Vertical programmes fracture attempts to strengthen health 


midwives infrastructure 

The health priority of ities i , not 5 . r e 
Sr CU e More than lip-service must be paid to  intersectoral 
2s In the horrors of war one can only look ahead with Cc ollab orati on 


hope, but having reached safety, people must be 
= e Reduction in maternal mortality depends more on giving 


knowledge to pregnant women and supporting trained midwives than training a larger number of 
midwives 

e The health priority of communities is peace, not access to health care 

e In the horrors of war one can only look ahead with hope, but having reached safety, people must be 
helped to look back. 

e Health professionals trained in the community, including clinical training, can be instrumental in 
working with communities in the promotion of PHC. 


The situation today 
> Sept 2002: Total destruction and 
evacuation from Nyankunde to Beni 
> Team in Beni to support 145,000 IDPs 
> Nov 2002: New hope in Aru 


> May 14th 2003: Evacuation and loss 
of most office equipment from Bunia 

» May 17th 2003: IPASC (Bunia) staff 
and students join agencies to support 
50,000 IDPs in Bunia 
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Link Letter 99 


89 Upton Park Drive, 
Upton, 

Wirral 

CH49 6JW 


Dear Friends, 


Last week I wrote a Link Letter but was waiting for photos to add before sending it. Then my 
computer crashed! Now I am writing a very different letter. It is now my friends and colleagues and 
the whole community of Nyankunde, including myself, who have crashed! 


Some of you will have been aware that inter-ethnic fighting in the North East of Congo during the past 
three months has been horrific with thousands killed and hundreds of thousands displaced. Our 
University College at Bunia suffered with the loss of two students, who were butchered in one of the 
massacres. One other student from Nyankunde was also killed while in Bunia. Staff and students had 
to leave our own buildings to be nearer to the town. Some of the staff, because of their ethnic identity, 
were forced to evacuate, while others carried on teaching in borrowed buildings. 


Many areas were suffering similar anarchy. The Archbishop, with most of the people from Boga, 
evacuated to Uganda. As soon as they left, all the vehicles were burned and there was general havoc 
and slaughter in the area. 


At Nyankunde, 45 kms from Bunia, where I spend most of my time, things were relatively quiet, though 
tense. But by Friday (6 September) ethnic senseless brutality resulted in cataclysmic devastation. 
The hospital, orthopaedic centre, pharmacy, schools, churches, shops, nursing schools and IPASC 
were systematically looted. All our houses have been ransacked, while village homes were burned. 


It is difficult to know how many people were killed, because, in the chaos, people were trying to 
escape. The dead were abandoned. Roads were blocked and many people trapped. My colleagues in 
Bunia have tried to let me know about special friends, and have listed five very close friends who have 
died: Mama Sheri, who has been through so many traumas and joys with me; the Chief of 
Nyankunde; Paul — a student who qualified with distinction at IPASC just a few weeks ago; the wife of 
my house help Pierre; and Rev Henri Basimake. Basimake was the HIV/AIDS Coordinator for the 
Anglican Province of Congo. Only last week, following an HI V/AIDS Conference in Nairobi, we sat 
together working on an HI V/AIDS programme for the Province. As we parted, he reminded me to 
help his son, studying for a Masters degree in Bunia. He was shot on his journey back from Nairobi. 


Our Nyankunde students were on holiday and mostly out of Nyankunde. The staff saved one another 
and eventually arrived at Bunia where their Bunia IPASC colleagues are caring for them. 


ragedy just at a time when the world is focusing on New 


How very ironic to write to you about such a t ren th 
uations seem to have little in common. Here are some 


York’s tragedy of 11" September. The two sit 
stark differences: 


The buildings hit in New York represented wealth and power, compared with the mud huts hit at 


Nyankunde, and many of the poorest people in the world; 


dical helpers were all involved (some 
Fire-fighters, volunteers, church leaders, counsellors, me ! 
.. victims) in New York, compared to the lack of any help at all at Nyankunde, since all were 
victims. Now with no hospital or medical care, and with the only water pipe having been cut by the 


attackers, cholera has broken out; 


www.ngo-forum-health.ch page 55 


News from New York spread across the world within minutes, and videos enabled everyone to see 
exactly what happened. News of Nyankunde is only just leaking out but has not even been included on 
BBC’s African News. There are UN observers in Bunia — but not a murmur! 

food, clothing etc. Nothing at all is left at Nyankunde, 


Assistance arrived fast in New York: shelter, 
have nothing except what they can find in the fields as 


and the area is totally inaccessible. People 
they run away. 
dents were caused by jealousy, hate and misunderstanding. 


But there are similarities too. Both inci 
both situations. 


We in the West have reason to examine our consciences in 


Clearly, more news will come in during this week and CMS and my administrative assistant (Jessie) 
will be able to keep you informed. I will be able to share more with folk in Luton, Colne and Omskirk. 
Apart from those visits I will be lecturing for the next month at the Liverpool School of Tropical 


Medicine. 
I know you will want to pray for our friends and colleagues, and I am grateful for this. 


Yours, in fellowship, 


Patricia J Nickson 


page 56 
www.ngo-forum-health.ch 


Link Letter 100 


29th September 2002 


Dear Friends, 


This is my 100th Link Letter. Together with colleagues at CMS I had been preparing a celebration 


letter - but this is not the time for celebration. Instead, this is a short up-date on the situation in DR 
Congo and the Cote d'Ivoire. 


Tomorrow morning I leave for Uganda, and hopefully will be going into DR Congo on Tuesday. 
Before leaving I wanted to bring you up-to-date with information from Congo. 


You will know that Nyankunde was completely looted from 5th September with a great deal of 
structural damage. Over 1000 people were killed, but nearly 900 escaped to the south. They trekked 
for 10 days through the forest to Beni and Oicha, and are now safe - though a long way from home, 
very tired and traumatised. Others are being held hostage in Nyankunde. The number of personal 
friends who died reached over 20. Then I stopped counting, and thought of the living and thanked 
God that not one of my staff colleagues has been killed, although we have lost some students. 


IPASC has always been a closely knit team, so maintaining that closeness and building on it should 
be a step in the healing process for those staff members who are so badly traumatised. It is for that 
reason that tomorrow (September 30th) I will be travelling out to Beni, in Congo, to spend some time 
with the displaced IPASC staff. Lily Nyamungu, a colleague who escaped to Bunia, is waiting for me 
in Kampala, and we will do the last part of the journey together. The objective of this is that Lily will 
represent the Bunia team in any decisions we make, and can relay back to the team the feelings of the 
displaced group. I am not expecting that we will be making any plans for the long term future, but 
rather discussing the immediate safety and recovery of those who suffered. I will only spend a week 
away - just enough time to start the process - as I have other commitments here and then Angola and 
elsewhere. After this visit there will be little more I can do from within Congo. 


While Nyankunde and Bunia teams have suffered so terribly, and we have lost everything at 
Nyankunde, the situation at our third base. in Cote d'Ivoire is not much better, with a continuing 
attempted Coup d'Etat. We have cancelled the course which should be starting tomorrow! 


sages, and these have been much appreciated. There have 


Manv of you have sent cards, gifts and mes 
ie ern, and I know these will continue. I will up-date you as 


been many assurances of prayers and conc 
soon as I return. 


My love to you all, and my thanks, 


Patricia J Nickson 


For further information contact Mrs Jessie Hume at ipasc@liverpool.ac. uk (0151-342-6862) 
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Link Letter 101 
89 Upton Park Drive, 
Upton, 
Sa Wirral CH49 6JW 


Dear Friends, 


This morning I returned from a very short but immensely helpful trip to Congo where I was able to 
meet with my colleagues who had evacuated from Nyankunde when the hospital and our Institute 


(IPASC), as well as the village, was destroyed by rebels in early September. 


Last Monday morning (September 30th) my suitcase was packed with nearly 30 kgs of second hand 
clothes. The plan was for me to find my displaced colleagues in Oicha or Beni, where they had 
arrived after a 10-day hike through the forest to safety. Anticipating the trip I had suggested to the 
rest of the team in Bunia that they reflect on the future of the Nyankunde programme and send a 
delegate from the team to meet me in Kampala and travel to Beni with me. Lily was chosen to 


represent the team. 


Lily and Alain (studying in Kampala) were at Entebbe to meet me as I emerged from immigration at 
midnight. We hugged one another, laughed and cried. It was a wonderful but painful moment to 
share in meeting after such a short absence (four weeks) during which so much devastation had been 
wrought. The 30-mile journey to the hotel in Kampala seemed to be faster than ever, as we went 
through the events of the past few weeks in Nyankunde. Who had escaped? Who was where? Who 
was dead? How were they killed? How could this have happened? Could it have been avoided? 
What had IPASC lost? There was so much damage and pain. The questions continued until 2.00am 
when we separated to catch a few hours sleep — but sleep has not come easily during these weeks! 


I had been able to charter an Africa Inland Mission 6-seater Cessna ‘plan for 2 days. We travelled to 
Beni in DR Congo on Wednesday, 2"4 September. Paluku Sabuni (academic dean of IPASC) had 
arranged every detail meticulously (as meticulously as one can in such a situation). It was so good to 
see him. Beni is his home, and so he and his wife had become host to over 40 IPASC personnel 
(including families). They slept, eat and functioned together as one family — 5 tribes, of which at least 
two were at war with one-another — but not at IPASC! 


After lunch, and some planning, it was decided that three of us should fly to Oicha to visit our 
Nyankunde Hospital colleagues. Dan (the pilot) would then fly on to Lolwa to find a handicapped 
family member in the forest. This gave us a couple of hours on the ground at Oicha. 


Although it was tragic seeing friends displaced and with so little, it was clear that the Nyankunde 
Hospital staff were being well looked-after by the Oicha Hospital staff. They had been given 
accommodation, albeit very basic. We met many friends, but we were conscious of those who were not 
there. We listened to stories of courage and hope, of despair and tragedy. Very few people had plans 
fo move on, or any vision of ever moving back to Nyankunde. I found some special friends with their 
children and grandchildren - and a new baby. Then I heard the story. The mother of the child was 
hacked to death in the maternity ward soon after giving birth. No one was able to enter the ward for a 
Jew days, and when they did they found three babies lying beside the bodies of their mothers. By that 
time each child was emaciated and dehydrated — but alive. This was one of them. I was so glad that I 
had some baby clothes from Colne! Another woman had been killed while in labour and some quick 
thinking staff member pulled the child from its mother’s womb — the child lived! 


Landing and taking off at Oicha was strange. There was Anecho, the Nyankunde MAF booking clerk 


doing the bookings, and Abel waving the planes in just as he did at Nyankunde. It simply seemed as 
though Nyankunde had been transplanted to Oicha — which I suppose it had! 
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er EO we were whisked off to a small but comfortable guesthouse. The various members of the 

eam were putting together reports they had been writing. It was amazing to see how, soon 
after their arrival in Beni they had put their emergency thinking into action. Well rehearsed is had 
never been as necessary as now. They had already surveyed all the villages along a 100 km stretch of 


— bes Eringeti in the North to Beni, and had details of over 22,000 displaced persons, and their 


That evening we sat having supper and discussing the future. Compared to the Nyankunde hospital 
staff at Oicha, I found the IPASC team extremely positive and creative in their thinking. Lily started 
the discussion by sharing the recommendations of the Bunia team, that a temporary move be made to 
Aru (in the far North of Ituri Region near the borders with Uganda and Sudan). They would like to 
see IPASC hosted by the Anglican health service there. Guyana (head of the Nyankunde diploma 
training) said he agreed strongly with the idea and was ready to go immediately. When teased 
“tomorrow? ” he replied, “No, tonight!” This attitude continued with replies round the table. Within 
half and hour three people were ready to fly to Aru the following day. Others would follow a week 
later. The ‘plane was ours for another 24 hours and the pilot had enough fuel for the trip. I was 
overwhelmed by their attitudes. They were badly traumatised but wanted to forget the experience and 
get on with work. For the first time for a couple of weeks, I slept soundly, comforted by the 
tremendous strength and unity of a very diverse team, and thanking God for each one of them. 


The following morning, there was excitement in the air as our three pioneers went through the case of 
clothes brought from UK, and put on sweaters sent from the Liverpool School of Tropical Medicine. 
Out at the airstrip the authorities joined in the fun, and allowed us to break all the rules. We took 
photos of the three of them, in the Liverpool sweaters (hardly necessary at 30° C!), with their meagre 
belongings, standing by the little Cessna 206 ‘plane. Each one of them was so precious to me at that 
moment. I thought back to the early days of their employment, the agonies and the joys of each, and 
how they had matured over the years. Now they were setting off to start a new (hopefully temporary) 
life for us all, with no guidelines and fragile communications. T! hey hope to have the new school year 
up and running in two weeks — just one month late! 


Until lunch time every minute had been taken and I had not even greeted the families of the team. 
However, lunch was arranged for everyone at Sabuni’s house, and there we met the whole of the 
displaced IPASC “tribe”. They all had their own stories — even five-year-old Nadine who said, “I 
walked all the way — or nearly”. Guyana’s wife had a back injury from carrying baby Sammy on her 
back and a suitcase on her head - all the way through the forest. She was clearly in agony. Now 
Guyana had gone to Aru and she would have little help at home with the four children. We decided to 
pay for help for her for two weeks so that she had time to recover from the injury. 


Sitting in the co-pilot’s seat as we took off over the forest, I followed the track that my colleagues had 
taken to safety, until clouds hid it from sight. I was lost in my own cloud of confusion, but with the 
comfort of having seen a positive move towards the next chapter of IPASC's life. Clearly there were 
going to be many challenges, and many needs as we have lost all personal and institutional equipment 
and belongings, but I have realised that we still have the most precious resource — our staff. 


and so the course due to begin last week was cancelled, which 


Cote d’Ivoire continues to be unstable Sebahies 4 ; : le aa 
ives me a few days respite. T his week I will be in Canterbury al a mee ing on 
Daeiien hosted by the Archbishop of Canterbury and the President of the World Bank. This 


could not be at a more opportune moment for our concerns for Africa. 
With love to you all, and special thanks for your support, 


Patricia J Nickson 
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“HFA”, “PHC”, Alma Ata: Relic or Reality? 


(case study from Orissa State, 


Practicing Primary Health Care at the Grassroots 
India) 


Dr John Oommen, Christian Hospital, Bissamcuttack, Orissa, India, 
email: jco@myrealbox.com 


May I begin with a little story from India. There was once a man from 
Chennai in South India who needed to go to Nagpur in Central India. So he 
got on the Chennai to Delhi train so that he could reach his destination in 
Nagpur. But once he got on the train, he liked it so much. The gentle shaking, 
the rhythmic noise, the interesting company. Food and coffee and tea came to 
him. He could lie down when he wanted. Even the toilets were coming along 
with him. He got so involved with the business of sitting on the train, that 
when the train reached Nagpur, he did not get off. And even today he << 
continues on that train — Delhi-Chennai; Chennai-Delhi. He fell in love with the method. He forgot his 


goal. His method became his goal. 


# ti 


I share this story as a parable of our times — and especially of our involvement in health work. We are 
so busy focusing on the methodologies, we often forget why we started in the first place. This to me 1S 
the significance of the WHA 1977 and the Alma Ata conference 1978. They ask the ‘dirty’ question 


“Why?” 


Why do we have health work? Doctors? Nurses? Hospitals? 
Health departments? WHO? And in a brilliant flash of wisdom | The vehicle or the destination? 
the answer came — The goal is Health for All. Not Health Care | . yave our methodologies become our goals? 
for All, but Health for All. Not the provider perspective, but the : ; 
consumer perspective. A vision that one day all people will 
enjoy an acceptable level of health. The Alma Ata declaration 
said that the way to reach this goal was through primary health 
care (PHC). PHC was not just an 8 point programme. It was a 
philosophy, concept, an approach to health that put people first. 
And that is what we celebrate today. 


¢ Are the doctors there 


for the patients, or the 


patients there for the 


doctors ? 


¢ Is it Health For All or Health Care For All? 


I work with a 150 bed mission hospital in a very poor area of Orissa, India, a region where progress 
has been much slower than most other parts of the country. This area had reported a negative growth 
rate of minus 8 percent between 1981 and 1991. Ten years ago, the health status in about 40 villages 
around us was totally unacceptable. 


e Infant mortality of over 200 per 1000 live births 
e Under 5 mortality rate of about 300 per 1000 


Over the last ten years, our program, called MITRA, has worked in relationship with 11,000 people 
living in 48 villages over about 400 kilometers square area. We 
have used the spirit of Alma Ata as our reference point, our 
philosophy, our project guideline. The indicators of HFA 
became our indicators. The eight elements of primary health 
care became the components of our program. The principles of 


community participation and appropriate technology became 
our principles. 
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We sat down with groups of peo 
with a 4 fold dream: 


e Health for all 

e Education for all 

e Economic security for all 

e Social empowerment for all 


ple, and facilitated community dreaming sessions. Today we work 


Each village decides what must happen in their area. No demand, no supply. 


Over the years, MITRA evolved into a comprehensive primary health care program. We set up an 
management information system in 1994 that showed us that 30 percent of our deaths were due to 


fever ? malaria. We studied our mosquito, our parasite, and our community and this gave rise to a 
strategy: the People’s Movement Against Malaria. 


This approach aims to empower individuals and 
communities with the knowledge and skills necessary to 
control their malaria. It is based on the belief that the 
people themselves are the most important stakeholders in 
health; that malaria will not be controlled by nets, or 
sprays, or tablets, but by a motivated community. The 
foundation of the strategy is a malaria education campaign 
for empowerment. The tools made available include: 

e Insecticide treated mosquito nets 

e Neem based repellants 

e Availability of chloroquine in each village 

e Referral services where needed 


The People’s Movement Against Malaria 
¢ Aim: 
To empower individuals and communities with the 
knowledge and skills necessary to contro] their malaria 
¢ Strategy: 
Malaria education campaign 
Prevention through ITMN and neem 
Chloroquine access and referral services 


¢ Results (wHO SEARO Regional Health 
Forum, Vol 3 (1) 1999): 

30% reduction of fever cases 

35% in fever deaths 

50% in hospital admissions 

for malaria 


When we began, there were only 16 mosquito nets in the 48 villages. Most people had never seen one. 
And yet, when they understood the idea of a net, people chose to buy them. Today, over 1600 nets 
have been bought - all paid for by the people themselves. 


The results surprised us. Within 1 year, we had a 30 percent decrease in fever cases, a 35 percent drop 
in fever deaths, and a 50 percent reduction in adinissions to the hospital for malaria. (WHO SEARO 


Regional Health Forum, Vol 3 No | 1999) 


But malaria control was not a vertical project in splendid isolation. It was in the context of a people 
centred, comprehensive primary health care program. MITRA has gone on to areas of intervention 
like: 

Formal and non-formal education 

Training in community health 

Self-help groups 

Community health insurance programs 


The changes in mortality indicators between 1995 and 2002 in the 38 villages we began with, are 
ion is very small and therefore these figures need 


reflected in the table below. The size of the populati 
to be interpreted in that context. 


INDICATORS 


Population Base 


Crude Death Rate 
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h for all, but we are on the Road to Health. 


We still are nowhere near the dream of healt 


So, I stand here to say Thank you ... to the WHO ... to Alma Ata ... to Hafdan Mahler and all others 
who gave us the dream of Health for All. I stand here to say I believe in people; I believe that 
people’s health is safest in people’s hands. Definitely better off than in the hands of Doctors, TNCs, 


bureaucracies, a Bank, or a Fund. 

We see that the world over, health systems seem to have run away with themselves. Our methods have 
become our goals. We cant remember why we are here. We have fragmented our vision, verticalized 
it, packed it into short project approaches, squashed people into tabular columns, and devalued 
anything that can’t be measured in money terms. We strain the gnat and swallow the camel. In this 
confusion, it is the vision of Alma Ata, of Health for All, and of comprehensive primary health care 
that inspires us to go on. It is still as relevant as ever. 


So, I believe. 
e I believe in people 
e I believe that people’s health is safest in people’s hands 
e I believe that the goal is Health for All and not Health Care for All 


e I believe Alma Ata is as relevant as ever 


As the Chinese saying says... 
Go to your people. 

Live with them. 

Love them. 

Plan with them. 

Serve them. 


And of the best leaders, when their task is accomplished and their work is done, the people all remark 
we have done it ourselves. 


Let us dare to dream. 
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Press release 


Health for All Through Primary Health Care : Voices from the Margins 


The World Council of Churches, Geneva, facilitated vibrant civil society participation in the World 
Health Assembly presently under way in Geneva. Through the WCC and other NGOs, a number of 
members of the world-wide Peoples Health Movement were able to bring to the eso ably their 
experiences and insights from the grassroots. 25 years ago, the International Conference at Alma Ata 
USSR, reaffirmed that the Goal of all health work is the attainment of Health For All. It ftir 
declared that the way to achieve Health For All was through Primary Health Care — a Roravichonsive 
approach that put people at the centre of all health care. This Alma Ata Declaration became the 
comerstone of the policy of the World Health Organisation and most governments of the world. 


What is less known is that Civil Society, and especially the Christian Medical Commission was greatly 
involved in the thinking and planning that went into the Alma Ata process. The experiences of various 
civil society health programs in different parts of the world formed the basis of the assertion that PHC 
would lead to Health For All. Over the years, various economic and development trends have changed 
the course of international health care philosophy, but the Peoples Health Movement and other similar 
civil society initiatives reiterate that comprehensive Primary Health Care is still needed; it is still the 
best hope for an equitable and just health system. 


This thinking was brought to the fore in the discussion of the Alma Ata Anniversary in the World 
Health Assembly on Tuesday, the 20" of May 2003. A number of countries reiterated their 
commitment to the ideals of Health for All and PHC. They moved that the resolutions brought to the 
Assembly needed to be strengthened further. The document was therefore referred to a re-drafting 
committee for further amendment and strengthening. The WCC and the Peoples Health Movement 
were also invited by the WHO to make a statement in the Assembly in this regard. It was heartening 
to see the openness of the WHO and member countries to the voices from the grassroots on an issue 
that is of vital importance to the poor and the marginalised. 


Later in the day, there was an interesting programme in Room 22 at the Palais des Nations, where the 
WCC facilitated a health symposium organised by the NGO Forum for Health. A series of 9 
presentations from actual practitioners of Primary Health Care in different parts of the world, brought 


the issues at stake into stark relief. 


Maria Zuniga from the PHM, Nicaragua, spoke on the situation in Central America, where traditional 
health practices were already using concepts of PHC long before Alma Ata. However, the recent 
pressures for Free Trade Agreements pose the greatest challenge to achieving Health for All in Central 


America. 


Samuel Muvenda from the Christian Health Association of Kenya reported on a recent Nairobi 
consultation of Faith Based Health Networks, that reiterated the immense significance of the 
comprehensive Primary Health care approach to Africa, and the need to ensure resources for this, for 


‘PHC is not cheap’, but the results produced are impressive. 


Dr Rafael Bangoa of the WHO shared the key findings of the review of Primary Health Care 
undertaken recently, through regional studies and evaluation exercises. He stated that the concept ee 
scope of PHC seems to be very situation specific, and the definition changes depending on what nee 
of Health Access the individual country has achieved. The possible positive and negative effects o 


vertical health programmes was also discussed. 
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held in 
Dr PC John of PHM, India presented a report on the learnings from the Asis rape no te : # 
January this year, reiterating that Community Participation 1n health 1s peas pte oir 
Health For All. He stated that verticalisation of programmes should not occur Delo , 
if the public health system is to be preserved. 


bed the massive population mobilisation occurring in 
Ith Assembly held at Dacca, in December 2000. The 
graphy based initiatives for Health. 


Dr AHM Nouman of PHM, Bangladesh, descri 
his country in the aftermath of the Peoples Hea 
energies released are channeled into issue based and geo 


the history of Community Based Health care in her 
e been affected by political events of the last few 
f the Philipines to carry on the struggle for health 


Dr Edilina la Paz of the PHM, Philipines, traced 
country, where peoples aspirations for health hav 
decades. She shared the commitment of the people o 
for all. 


Dr Mohd. Ali Bazgar of PHM, Iran, reported on his country’s successful experiences with Primary 
Health Care on a large scale that brought significant improvement in health status. 


Natalia Cebotarenco from Moldavia, reported on a recent meeting held at Alma Ata itself (now 
Almaty, the capital of Kazakhstan) that reiterated the fact that in the home of the Declaration, the need 
is as great as ever. The Newly Independent States face a great number of problems and need support to 


reach Health For All. 


Dr Patricia Nickson, of the Institute Pan Africain de la Sante Communiautaire in the Democratic 
Republic of Congo recalled the contribution of the faith based health networks and the Christian 
Medical Commission in particular to the evolution of Primary Health Care. Her work in the Congo 
which arose from this was now placed in jeopardy with the resurgence of violence and conflict. Her 
experiences in the face of massacres and displacement, and the acute crisis faced there, is a challenge 
to the world community. 


Dr John Oommen from Christian Hospital, Bissamcuttack, Orissa, India, presented his reflections 
based on a decade of primary health care work with a tribal community. He said that Peoples Health is 
safest in Peoples Hands, and that Health For All is a dream worth living for. 


The meeting was Chaired by Manoj Kurian of the WCC and moderated by Ann Lindsey, Secretary of 
the NGO Forum for Health and Renate Bloem, President of the Conference of NGOs. 
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Declaration of Alma Ata 
International Conference on Primary Health Care, Alma-Ata, USSR, 6-12 September 1978 


ee i = Primary Health Care, meeting in Alma-Ata this twelfth day of 
e year Nineteen hundred and seventy-eight, ex 

, expressing the need for urgent act 
all governments, all health and development workers, and the world community . aga 
promote the health of all the people of the world, hereby makes the following Declaration: 


I 


The Conference strongly reaffirms that health, which is a state of complete physical, mental and social 
wellbeing, and not merely the absence of disease or infirmity, is a fundamental human right and that 
the attainment of the highest possible level of health is a most important world-wide social goal whose 


realization requires the action of many other social and economic sectors in addition to the health 
sector. 


Il 
The existing gross inequality in the health status of the people particularly between developed and 


developing countries as well as within countries is politically, socially and economically unacceptable 
and is, therefore, of common concern to all countries. 


Il 

Economic and social development, based on a New International Economic Order, is of basic 
importance to the fullest attainment of health for all and to the reduction of the gap between the health 
status of the developing and developed countries. The promotion and protection of the health of the 
people is essential to sustained economic and social development and contributes to a better quality of 
life and to world peace. 


IV 
The people have the right and duty to participate individually and collectively in the planning and 
implementation of their health care. 


V 

Governments have a responsibility for the health of their people which can be fulfilled only by the 
provision of adequate health and social measures. A main social target of governments, international 
organizations and the whole world community in the coming decades should be the attainment by all 
peoples of the world by the year 2000 of a level of health that will permit them to lead a socially and 
economically productive life. Primary health care is the key to attaining this target as part of 


development in the spirit of social justice. 


VI 
Primary health care is essential health care based on practical, scientifically sound and socially 


acceptable methods and technology made universally accessible to individuals and families in the 
community through their full participation and at a cost that the community and country can afford to 
maintain at every stage of their development in the spirit of self-reliance and self-determination. It 


forms an integral part both of the country's health system, of which it is the central function and main 


focus, and of the overall social and economic development of the community. It is the first level of 
em bringing health care 


contact of individuals, the family and community with the national health syst hc 
as close as possible to where people live and work, and constitutes the first element of a continuing 


health care process. 
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Vil 

Primary health care: o Z 
|. reflects and evolves from the economic conditions and sociocultural and “aan eae 
the country and its communities and is based on the application of the releva , 
biomedical and health services research and public health experience, 

mmunity, providing promotive, preventive, curative 
5 at least: education concerning prevailing health 
olling them; promotion of food supply and proper 
basic sanitation; maternal and child health care, 
e major infectious diseases, prevention and control 
diseases and injuries; and provision of 


2. addresses the main health problems in the co 
and rehabilitative services accordingly; 3. include 
problems and the methods of preventing and contr 
nutrition; an adequate supply of safe water and 

including family planning; immunization against th 
of locally endemic diseases; appropriate treatment of common 
essential drugs; 

r, all related sectors and aspects of national and community 
mal husbandry, food, industry, education, housing, public 
d demands the coordinated efforts of all those sectors; 


4. involves, in addition to the health secto 
development, in particular agriculture, ani 
works, communications and other sectors; an 


5. requires and promotes maximum community and individual self-reliance and participation in the 
planning, organization, operation and control of primary health care, making fullest use of local, 
national and other available resources; and to this end develops through appropriate education the 
ability of communities to participate; 


6. should be sustained by integrated, functional and mutually supportive referral systems, leading to 
the progressive improvement of comprehensive health care for all, and giving priority to those most in 
need; 


7. relies, at local and referral levels, on health workers, including physicians, nurses, midwives, 
auxiliaries and community workers as applicable, as well as traditional practitioners as needed, 
suitably trained socially and technically to work as a health team and to respond to the expressed 
health needs of the community. 


Vill 

All governments should formulate national policies, strategies and plans of action to launch and 
sustain primary health care as part of a comprehensive national health system and in coordination with 
other sectors. To this end, it will be necessary to exercise political will, to mobilize the country's 
resources and to use available external resources rationally. 


IX 

All countries should cooperate in a spirit of partnership and service to ensure primary health care for 
all people since the attainment of health by people in any one country directly concerns and benefits 
every other country. In this context the joint WHO/UNICEF report on primary health care constitutes 
a solid basis for the further development and operation of primary health care throughout the world. 


Xx 

An acceptable level of health for all the people of the world by the year 2000 can be attained through a 
fuller and better use of the world's resources, a considerable part of which is now spent on armaments 
and military conflicts. A genuine policy of independence, peace, détente and disarmament could and 
should release additional resources that could well be devoted to peaceful aims and in particular to the 


acceleration of social and economic development of which primary health care, as an essential part 
should be allotted its proper share. 


The International Conference on Primary Health Care calls for urgent and effective national and 
international action to develop and implement primary health care throughout the world and 
particularly in developing countries in a spirit of technical cooperation and in keeping with a New 
International Economic Order. It urges governments, WHO and UNICEF, and other international 
organizations, as well as multilateral and bilateral agencies, non-governmental organizations, funding 
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agencies, all health workers and the whole world communi 
commitment to primary health care and to channel increas 
particularly in developing countries. 


ty to support national and international 
ed technical and financial support to it, 


The Conference calls on all the aforementioned to collaborate in introducing, developing and 
maintaining primary health care in accordance with the spirit and content of this Declaration. 
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People’s Health Movement reclaims the vision of Alma Ata 


in a 2-days meeting held on the week-end before the WHA in Geneva. 


Ata is the most important step to 


“ inci : reviving Alma 
Go back to the principles of primary health care g iliteted Baie World Council of 


ensure ‘Health For All',” said a 16-18 May consultation in Geneva fa 
Churches (WCC) and the Peoples Health Movement. 


The Peoples Health Movement is a grassroots movement present in nearly 100 countries. The rats 
consultation, timed to take place just before the 56th World Health Assembly, reminded the Wor 
Health Organization (WHO), UNICEF and the international community about their promise to the 
people of the world, formulated in an historic 1978 statement - the Alma Ata declaration. 


The Geneva consultation galvanized grassroots health workers, academics, the original architects of 
Alma Ata, peace groups and other civil society representatives from across the globe. “We demand 
health for all NOW!” was the participants’ unanimous demand. At a time when over 30,000 children 
die every day worldwide from preventable diseases, it was an appropriate call. 


“I believe in people. People’s health is safest in people’s hands. The objective is to empower 
individuals and communities with the knowledge and skills necessary to achieve health for 
themselves,” said one consultation participant, Dr John Oommen from Orissa, India. 


For the WCC, bringing together the grassroots and policy-makers is important, while bringing the 
voices of "the unheard" to the fore is part of the responsibility of the church. 


This year marks the 25th anniversary of the historic Alma Ata international conference on primary 
health care (PHC) which proclaimed the goal of 'Health for All by the Year 2000'. In fact, the church- 
related health programmes who were the original members of the Christian Medical Commission 
(CMC), established within the WCC in 1968, were inventing PHC well before that conference. Studies 
done (1973-75) to prepare for Alma Ata used a number of their programmes as examples of successful 
primary health care work. 


In 1974, Dr Hafdan Mahler, then director general of WHO, established a joint committee with CMC 
director James McGilvray and the-then director of the WCC's Division of World Mission and 
Evangelism, Rev. Lesslie Newbigin to explore cooperation in matters “of mutual concern”. These 
meetings led WHO to later formulate the principles of primary health care. 


Following Alma Ata, the CMC journal CONTACT was used as a tool for social change in the health 
sector, and church health coordinating agencies throughout the world were encouraged and facilitated 
to work with their member churches and health programmes to make primary health care a priority. 
Since then, the churches' continued involvement in health care around the world shows that Alma 


Ata's vision of “Health for All’ and primary health care are still as vital and relevant as ever, especially 
in contexts of poverty. 


Through CMC, the WCC thus played a crucial role in the development of the primary health care 
concept. "We celebrate the achievements of the past 25 years, while recognizing that the goal of 
Health for All' has not been achieved," said a WCC delegation slated to participate in the World 


Health Assembly. (The WCC has consultative status with WHO and is a key platform for civil society 
input to WHO assemblies.) 


"We renew our determination to respond to the needs of the poorest and most marginalized through 
our membership, and reaffirm our commitment to the goal of ‘Health for All’ and the principles of 


primary health care, empowering people to adapt them according to their local realities,” the 
delegation affirmed. , 
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Business session 


NGO Forum for Health Annual Report 


Dr. Manoj Kurian, president 


The NGO forum for health is an independent network of NGO's with over 150 organisations, which 


co-operate with the Forum. It began with a major focus on primary h ; 
. ry health care and 
together a wide spectrum of health related NGO's. aE aeaeeey brings 


Activities during the year 2002-2003 
Congo NGO Forum Health Panel 


At a time when the Global Health Fund has made its headquarters in Geneva and a Special Rapporteur 
on the Right to Health (OCHR) has been appointed, it is important that the voice of the NGO's concern 
for health in relation to human rights, gender, ageing, development and disarmament is heard clearly 
by all members of the international community. 


Therefore, the "CONGO-NGO Forum for Health" - Panel was established in June 2002. The Health 
Panel is acting as a bridge between CONGO and the NGO Forum and there is an active participation 
and interaction with other stakeholders such as the PHM (people's health movement). 


Since the setting up of the Panel in June of last year, there have been a number of informal "brain 
storming" meetings to define strategy for moving forward and enhancing communication, as well as 
availability and stake-holder participation. To improve interaction, it is envisaged that as well as 
trying to organise small symposia, there could also be meetings where there is the possibility of using 


conference call facilities to communicate with people who are not able to attend meetings in person. 
This should allow more input from a wider range of the community. 


The Panel has been involved in advising and working together with the PHM while they establish their 
Geneva Chapter. Links have been made with the Office of the United Nations High Commissioner for 
Human Rights. A number of meeting with Professor Paul Hunt, the newly appointed Special 
Rapporteur on the Right to Health, have taken place 


The Panel has also been involved in discussions examining the importance of the "Spiritual 


Dimension" in Health. It is facilitating communication with WHO on this issue. 


At the World Civil Society Forum (WCSF), in July 2002, the interim-Chair of the Panel helped 
organise the well attended and stimulating sessions of the thematic Working Group on Health. She 
will be responsible for Health Issues as a member of the continuing WCSF Steering Committee. 


The Panel has had initial discussions with the Infant Baby Food Action Network (IBFAN) and staff of 
Crescent (IFRCRC) regarding concern over 


the International Federation of the Red Cross and Red .. 
Nestle funding of IFRCRC HIV/AIDS Projects. It expects to be able to convene a meeting of the 2 
players in the near future to facilitate dialogue. It is hoped that this may lead to a more systematic 


monitoring of region or country-specific practices relating to the area of infant feeding. 


group from CONGO, including the 


ae ae member of a 
In addition, the interim-Chair of the Panel was n, which met with the Afghanistan 


President of the Geneva Committee on the Status of Wome 
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ober 2002. Issues and Concerns from the 


2 Ag: , in Oct . 
Delegation to the UNHCR Executive Committee wave ofesellinaele the development of a 


health field were integrated into more general discussions 0 
strong Civil Society in Afghanistan. 


There is also discussion on outreach activities specially related to whether the chair or the deputy — 
of the Panel can/should attend World Summit Meeting particular ly if health 1S key ao . % 
discussion for example the WSSD in Johannesburg, and the Asia Civil Society Forum - angkok. It 
is clear that such links are crucial but the resources for such ventures yet have to be found. 


In chronological order these included: 


1. A 1-day consultation on Health as a Human Right and its application in current policies for 
migrants and asylum seekers in Europe. There were presentations on the management of 
immigration and asylum issues in the provision of health and social care as well as the role of the 
UN agencies in the implementation of public health policies in the sphere of Health and 
Migration. This was held on November 27 at ILO, Geneva. 


2. A meeting on November 28, at the Palais Wilson, Geneva with newly appointed Special 
Rapporteur (Paul Hunt) on the Right to Health. The discussion with him and his assistant, Lisa 
Oldring, included both a general briefing on CONGO and the NGO Forum for Health, and the role 
the Health Panel could play in the activities of the Special Rapporteur. 


3. In December 2002 the NGO Forum for Health financed the interim chair to attend the UN/NGO 
Asia Civil Society Forum organised by CONGO in Bangkok. Many useful links were made with 
numerous committed NGOs working on health at local, national and international levels. In 
addition, key contacts were established with Bangkok UN Regional Commission's Health and 
Development Section, as well as with Assistant Director of the Chinese National Centre for STD 
and HIV-AIDS Prevention. During the Forum, a stimulating and successful panel on HIV-AIDS in 
Asia and the Pacific was organised. The activities and contacts made in Bangkok were linked to 
the Asia Social Forum in Hyderabad in January 2003 through Ravi Narayan, the new Global Co- 
ordinator of People's Health Movement. 


4. On December 17, CONGO and NGO Forum for Health Members met with Eva Wallstam of the 
WHO Civil Society Initiative to give feedback on the Draft document on NGO Consultative 
Relations with WHO. This paper was presented to the WHO Executive Board in January 2003 
when it was accepted after a long lively discussion. 


5. On January 20, the Health Panel organised a stimulating debate on Public-Private Partnerships in 
WHO. This was held at the World Council of Churches Headquarters and launched Judith 
Richter's book entitled "We the Peoples" or "We the Corporations"? WHO staff from the Civil 
Society Initiative and the Partnerships Office and Halfdan Mahler (ex-DG of WHO) participated 
in the discussion. 


6. On February 20, the Health panel organised a Panel Discussion on the Role of Information Society 
on Health as part of the CONGO contribution to the Prepcom II for the World Summit on the 
Information Society at the International Conference Centre in Geneva. The President of CONGO 
and the Consultant to the Health panel moderated the discussion. Panellists included experts from 
WHO, Health on the Net, Information Technology in the health field and private donor 
organisations. As with item 5, it is planned to have further meetings on these issues to develop the 
ideas for future activities. 


7. The health panel is supporting a long-term systematic inquiry of the new CONGO Committee on 
Spirituality, Values and Global Concerns into the Spiritual Dimension of health. This includes the 
re-opening of a previous discussion with WHO concerning this issue. 
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Conclusions 


The Health Panel feels that it is important to have systematic planning for the future if health is to be 
emphasised as a Cross Cutting issue in many key areas including human rights, development, gender 
equality and peace. The underlying importance of health is clearly illustrated by the fact that 3 out of 
8 United Nations Millennium Development Goals are related to health. The Panel would like to take 
this opportunity to consult with other health bodies involved health related issues to make the NGO 


Forum a dynamic and synergistic networking organisation which will further enhance the visibility 
and effectiveness of the NGO’s focusing on Health. 


www.NGO-forum-health.ch 


Beginning of May 2003 a new coordinator was appointed. One of her duties is to promote and 
improve the dissemination of health related information by establishing an active website. 


WWW.NGO-forum-health.ch where relevant information will be posted such as summaries and 
presentation from the symposium and panel discussion during the World Health Assembly. The key 
issue this year has been the Primary Health Care movement. We hope to continue to raise similar 
topics of common interest to our members and enhance the level of participation and discussion so as 
to influence the decision making process by all concerned. 


As I mentioned in my welcome address, I believe that civil society can have a profound and positive 
influence on how this world can achieve health for all. But for civil society to have this impact- there 
are two key points which have to be fulfilled: 


1) The civil society input should reflect the voices of the people who they represent and they should 
have the possibility to communicate this to the decision makers. 


2) The decision makers should listen to civil society. 


This is a challenge to all of us. 


The website contains a discussion forum accessibic only to the NGO forum members to permit open 
discussion. With the strengthening of the secretariate, it is our hope that we will be more effective to 
serve our members, to make health a reality for the people whom we serve. 
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Treasurer’s report 
Dr. Manoj Kurian, President 


REPORT 
to the General Assembly of the 
NGO FORUM FOR HEALTH, GENEVA, SWITZERLAND 


for FINANCIAL YEAR 2002 
(January 1, 2002 to December 31, 2002) 


I have examined the books of account and the financial statements for the year ended December 31, 2002 in 
accordance with accounting standards promulgated by the profession. 


I have checked supporting documents and financial statements and confirm that they comply with Swiss law. 
I recommend that the financial statements submitted to you be approved. 


Geneva, May 19, 2003 


Anne-Marie Mézentin 


Balance sheet January to December 2002 (in Swiss Francs) 


ASSETS 2002 2001 
UBS Account "General Operations" $9252.70 17'893.05 
UBS Account "Global Health Watch" 20'649.24 20'615.74 
TOTAL ASSETS 39'901.94 38'508.79 
LIABILITIES 

Surplus brought forward 38'508.79 26'270.34 
Accounts Payable 0.00 0.00 
Surplus per Dec. 31, 2001 - Gen. Operations 1'359.65 6'713.10 
Surplus per Dec. 31, 2001 - GHW 33,50 be Fn BE Be) 
TOTAL LIABILITIES 39'901.94 38'508.79 
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Profit and Loss Statement - January to December 2002 (in Swiss Francs) 


CONTRIBUTIONS - General Operations 
Benefactors 
Founding Members 
Sponsoring Members 
Supporting Members 
Contributing Members 
Regular Members 
Individual Members 


TOTAL INCOME - Gen. Operations 


EXPENDITURE - General Operations 
Expenses Volunteers 
Expenses Speakers 
Postage 
Printing Brochures 
Supplies/Conf. exp. 
UBS charges (net) 


TOTAL EXPENDITURE - Gen. Operations 


Surplus (deficit) end of year 


CONTRIBUTIONS GLOBAL HEALTH WATCH 


TOTAL INCOME - Global Health Watch 
SDC - Swiss Agency for Development and Cooperation 


EXPENDITURE - Global Health Watch 
Fees Consultants 
Participation Conference 
Harare - Balance 
Printing Report GHW 
UBS charges (net) 


TOTAL EXPENDITURE - Global Health Watch 


Surplus (deficit) end of year 


www.ngo-forum-health.ch 


2002 
0.00 
5'000.00 
0.00 
1'008.90 
1'719.20 
6'080.75 
200.00 


14'008.85 


6'300.00 
3'626.35 
191.00 
2'449.10 
0.00 
82.75 


12'649.20 


1'359.65 


0.00 


0.00 


0.00 
0.00 
-33.50 


-33.50 


33.50 


2001 
6'742.00 
5'000.00 

0.00 
1'011.30 
2'200.20 
7'788.40 

300.00 


23'041.90 


7'500.00 
1'603.40 
1'004.10 
5'786.30 
219,990 
155.10 


16'328.80 


6'713.10 


15'000.00 


5'000.00 


2'937.33 
1'562.30 
-25.00 


9'474.65 


5505.55 
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Contact for further information 


For further information, please do not hesitate to consult our website www.ngo-forum-health.ch, or 


contact us by letter, e-mail or telephone as follows: 


by letter NGO Forum for Health 
c/o World Vision 
Chemin de la Tourelle 6 
1209 Genéve 
Switzerland 


by e-mail info@ngo-forum-health.ch 


by telephone +41 43 243 7212 
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